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Prior  to  institution  of  the  Continuity  of  Psychiatric  Care  (CPC)  case  management 
program  at  NMCP,  comprehensive  coordinated  psychiatric  case  management  was  not  pro¬ 
vided.  Disjointed  care  resulted  in  high  readraission  rates  within  the  CPC  targeted 
population  and  expenditure  of  unnecessary  fluids  on  inpatient  care.  The  addition  of 
the  CPC  program  has  lowered  the  number  of  readmission  occupied  bed  days  (OBD)  for 
its  target  population  through  case  management.  This  has  made  less  expensive  beds 
available  at  NMCP  for  patients  that  might  have  been  referred  to'  civilian  institutions 
at  higher  cost.  The  Medical  Boards  process  significantly  impacts  on  the  readmission 
rates  of  CPC  clients  by  extending  the  time  they  are  retained  on  active  duty.  If 
the  time  to  complete  Medical  Boards  is  reduced  from  the  current  average  of  133  days 
to  60  days  in  conjunction  with  staff  funding  and  expansion  of  the  CPC  program,  to 
hover  a  larger  target  population  that  includes  all  Physical  Evaluation  Medical 
Boards,  the  potential  exists  for  significant  cost  savings.  If  further  research 
supports  this  study,  fully  funding  CPC  staff  billets  (currently  un- funded)  and 
stream-lining  the  Medical  Boards  process  by  discontinuing  the  intra-departmental 
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ABSTRACT 


Expenditures  for  health  care  services  delivery  are 
decreasing.  As  a  result,  Naval  Medical  Center  Portsmouth  (NMCP) , 
Virginia  must  explore  ways  to  more  effectively  and  efficiently 
provide  quality  services  that  are  accessible  to  its  beneficiaries 
at  an  affordable  cost.  One  cost  containment  strategy  is  case 
management . 

This  case  study  was  conducted  through  review  and  analysis  of 
documents  both  internal  and  external  to  NMCP.  These  documents 
included  operating  procedures,  instructions,  memoranda,  letters, 
and  published  literature.  Also  included  were  numerous  interviews 
of  NMCP  staff  that  provided  data  either  directly  or  indirectly 
related  to  psychiatric  case  management . 

Prior  to  institution  of  the  Continuity  of  Psychiatric  Care 
(CPC)  program,  comprehensive  coordinated  psychiatric  case 
management  was  not  provided  at  NMCP.  Disjointed  care  resulted  in 
high  readmission  rates  within  the  CPC  targeted  population  and 
expenditure  of  unnecessary  funds  on  inpatient  care. 

The  addition  of  the  CPC  program  has  lowered  the  number  of 
readmission  OBDs  for  its  target  population  through  case 
management.  This  has  made  less  expensive  beds  available  at  NMCP 
for  patients  that  might  have  been  referred  to  civilian 
institutions  at  higher  cost . 
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The  Medical  Boards  process  for  Physical  Evaluation  Boards 
(PEB)  impacts  on  the  readmission  rates  of  CPC  clients  by 
significantly  extending  the  time  they  are  retained  on  active 
duty.  If  the  time  to  complete  the  Medical  Boards  process  is 
reduced  from  the  current  average  of  133  days  to  less  than  60  days 
in  conjunction  with  staff  funding  and  expansion  of  the  CPC 
program  to  cover  a  larger  target  population  that  includes  all  PEB 
patients,  the  potential  exists  for  significant  cost  savings. 

The  results  of  this  research  are  based  on  findings  and  data 
in  the  initial  year  of  the  CPC  program.  Further  research  to 
substantiate  findings  in  this  study  is  required  to  fully 
determine  the  effectiveness,  efficiency,  and  quality  of  this 
program  over  a  longer  period  of  time. 

If  further  research  supports  the  findings  of  this  study, 
consideration  should  be  given  to  adding  funded  CPC  billets  to  the 
existing  Psychiatric  Department  staff,  discontinuing  the  intra- 
departmental  psychiatric  Medical  Boards  process,  and  expanding 
the  scope  of  CPC  services  to  manage  a  larger  target  population 
and  help  expedite  PEBs . 
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CASE  MANAGEMENT:  AN  EVALUATION 
OF  PSYCHIATRIC  CASE  MANAGEMENT 


AT  NAVAL  MEDICAL  CENTER  PORTSMOUTH,  VIRGINIA 


CHAPTER  1 
INTRODUCTION 


Background 

The  United  States  spends  more  than  $820  billion  on  health 
care  annually.  This  is  14%  of  the  GNP -or  approximately  $8,000 
annually  per  family.  If  current  government  policies  remain  in 
force,  national  health  spending  will  reach  18%  of  the  GNP  by  the 
year  2000  or  almost  $1.7  trillion.  There  are  obvious  concerns 
about  the  impact  of  this  unchecked  spending  growth  on  consumers, 
businesses,  and  governments  (Southby  1993;  Pratt  1992) . 

Health  care  costs  are  paid  for  largely  by  individuals  and  or 
various  forms  of  third  party  payers .  These  payers  have  a  vested 
interest  in  keeping  health  care  costs  down.  Consequently,  they 
are  not  hesitant  to  demand  every  benefit  that  medicine  can 
provide  at  the  lowest  cost.  Therefore,  resource  consumption  and 
utilization  of  medical  services  by  health  care  providers  is  under 
increased  scrutiny  by  payers  (Pratt  1992) . 

Given  this  increased  scrutiny,  economic  incentives 
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compounded  by  changes  in  technology  and  population  demographics 
have  altered  health  care  delivery  patterns.  New  equipment, 
restructuring  of  billing  and  payment  strategies,  lower  lengths  of 
hospital  stay,  an  older  population  (Appendix  A) ,  larger  numbers 
of  chronically  ill  patients,  and  alternative  sites  for  care  are 
but  a  few  of  the  elements  contributing  to  dramatic  changes  within 
the  health  care  system  (Bower  1991;  Kongstvedt  1993;  Warrick 
1990)  . 

Many  of  the  aforementioned  factors  have  caused  beneficial 
changes.  However,  there  is  continual  consumer  dissatisfaction 
with  the  health  care  delivery  system.  Customers  are  appalled  by 
limited  access  to  care,  rising  costs,  a  system  too  complex  to 
understand,  and  fragmentation  of  services.  Providers  of  care  are 
just  as  frustrated  by  a  sharp  rise  in  the  acuity  and  complexity 
of  patient  care  episodes.  Institutions  in  the  health  care 
infrastructure  are  pressured  by  the  demands  and  unique  needs  of 
numerous  constituencies.  Concurrently,  payers  have  to  respond  to 
their  shareholders'  demands  for  quality  care  at  a  lower  cost  as 
employers  and  government  agencies  react  to  the  rising  portions  of 
their  funds  that  are  spent  on  health  care  costs  (Bower  1991; 
Lanier  and  Boone  1993) . 

These  economic,  technical,  and  social  factors  compound 
pressures  that  have  been  placed  on  the  Department  of  Defense's 
(DoD)  health  care  system  to  lower  costs .  The  DoD  is  in  the 
middle  of  tempestuous  times  both  domestically  and  abroad. 
Unanticipated  changes  have  occurred  on  the  political  landscape 
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during  the  past  5  years .  The  dissolution  of  the  Soviet  threat 
has  lead  to  improved  relationships  with  numerous  nations  that 
were  previously  our  adversaries.  Adding  to  this  pressure  is  the 
center  piece  of  the  1992  political  election,  health  care  reform. 
The  democrats  under  Bill  Clinton  have  promised  to  re-structure 
the  health  care  system  to  provide  universal  access  and  maintain 
quality  service  at  an  affordable  price.  All  of  these  factors 
mean  there  will  be  less  health  care  dollars  available  than 
anticipated  (Ekholm  1993;  Southby  1993) . 

The  DoD  health  care  network  is  enormous  and  must  adjust  to 
the  reality  of  shrinking  financial  resources.  The  DoD  health 
care  system  consists  of  an  active  workforce  of  200,000  military 
and  civilian  workers  with  a  reserve  component  made  up  of  an 
additional  200,000  personnel.  Its  component  parts  are  made  up  of 
148  hospitals,  554  medical  clinics,  over  300  dental  clinics, 
hundreds  of  medical  activities,  and  the  Civilian  Health  and 
Medical  Program  of  the  Unifomed  Services  (CHAMPUS)  .  Nine 
million  beneficiaries  are  served  by  the  system.  DoD  expenditures 
on  health  care  activities  are  approximately  5.6%  of  the  DoD 
budget  exceeding  $15  billion  in  fiscal  year  1993  (Lanier  and 
Boone  1993;  Southby  1993). 

The  logical  response  to  contemporary  domestic  and 
geopolitical  changes  has  been  to  decrease  defense  spending. 
Military  health  care  as  part  of  the  DoD  will  not  escape  cuts. 
"Innovation"  must  be  the  battle  cry  for  the  military  health  care 
system.  Increased  costs,  tight  budgets,  and  a  25%  reduction  in 
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force  proposed  by  Congress  with  only  a  9%  decrease  in 
beneficiaries  requires  creative  management  of  limited  resources 
(Southby  1993;  Lanier  and  Boone  1993) . 

Within  the  military  health  care  system,  resource  consumption 
levels  and  workload  information  are  the  traditional  methods  used 
by  the  DoD  to  determine  annual  funding  for  particular  health  care 
institutions.  During  the  fiscal  year,  this  funding  base  is  often 
modified  to  take  into  account  planned  program  changes  such  as  the 
expansion  or  cutting  back  of  services.  However,  under  current 
economic  and  political  conditions  this  method  of  funding  may 
result  in  skewed  workload  reporting  and  lead  to  operational 
inefficiencies  when  resources  are  limited  (Hoffman  1994)  . 

The  gap  between  real  and  projected-  requirements  in  DoD 
health  care  facility  budgets  becomes  a  huge  problem  under  the 
pressures  created  by  decreasing  resources .  Historically, 
hospital  Commanders  were  under  no  particular  pressure  to  conseirve 
resources  or  manage  services  economically.  More  money  was  always 
available.  Now  however,  austere  fiscal  conditions  alter  the 
playing  field.  The  reality  of  limited  resources  leaves  little 
margin  for  error  because  there  are  no  funds  to  fall  back  on 
(Lanier  and  Boone  1993) . 

Consequently,  the  basis  for  funding  is  being  pushed  away 
from  a  resource  consumption  and  workload  based  funding  system 
toward  a  capitation  based  methodology  (Hoffman  1994)  .  Under 
capitation,  a  prospective  payment  for  services  on  a  per  capita 
basis  is  given  to  an  institution  to  manage  the  health  care  needs 
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of  its  constituency  (Kongstvedt  1993) . 

In  reality  this  means  that  the  Commander  of  a  military 
medical  center  is  responsible  for  delivering  health  care  benefits 
to  a  specific  population  for  a  set  amount  of  dollars  per 
beneficiary.  Under  such  a  system,  the  Commander  is  encouraged  to 
deliver  care  in  the  most  cost  effective  setting,  use  preventive 
services,  effectively  manage  each  episode  of  care,  and  carefully 
monitor  the  volume  of  provided  services  (Hoffman  1994)  . 

In  effect,  facility  Commanders  receiving  prospective 
reimbursement  are  unable  to  influence  the  amount  of  money 
received  retrospectively  to  make  up  for  short  falls  caused  by 
mismanagement.  Consequently,  Commanders  must  manage  the  health 
care  needs  of  their  populations  effectively  and  efficiently 
within  the  constraints  of  finite  resources  based  on  a  capitated 
rate . 

Naval  Medical  Center  Portsmouth  (NMCP) ,  Virginia  is  a  major 
medical  facility  in  the  DoD  health  care  system.  It  provides  a 
wide  range  of  comprehensive  inpatient  and  outpatient  medical 
services  to  active  duty  members  of  the  Uniformed  Services .  In 
addition,  under  Title  10  of  the  U.  S.  Code,  the  NMCP  provides  the 
maximum  range  and  amount  of  comprehensive  health  care  services 
possible  for  other  authorized  beneficiaries  on  a  space  and 
resource  available  basis  (U.  S.  Congress,  1991). 

Naval  Medical  Center  Portsmouth  is  the  lead  agent 
institution  for  Region  2 .  As  head  of  the  lead  agent  medical 
facility,  the  NMCP  Commander  is  responsible  for  optimizing  the 
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use  of  all  direct  care  assets  in  8  military  treatment  facilities 
in  Virginia  and  North  Carolina.  Of  870,000  total  beneficiaries 
in  this  region,  approximately  450,000  reside  in  the  Tidewater 
area.  NMCP  provides  1,500,000  inpatient  and  outpatient  visits 
annually.  The  average  daily  census  of  the  inpatient  acute  care 
facility  is  200  (Hoffman  1994) . 

The  NMCP  budget  was  in  excess  of  $137  million  for  fiscal 
year  1993  and  approximately  $160  million  for  fiscal  year  1994. 

In  real  dollars,  the  increase  in  funding  of  $23  million  dollars 
represents  a  decrease  in  actual  patient  care  dollars .  Contract 
and  supply  costs  have  increased  and  public  works  centers  have 
consolidated.  This  has  resulted  in  increased  support  costs  to 
NMCP  (Hoffman  1994) .  Given  the  economic  and  geopolitical 
pressures  discussed  earlier,  this  decrease  in  actual  patient  care 
dollars  will  continue  into  the  foreseeable  future. 

In  response  to  the  decrease  of  actual  patient  care  dollars, 
case  management  is  a  viable  tool  available  to  the  NMCP  Commander 
in  the  struggle  to  control  costs  and  improve  the  quality  and 
access  to  care.  Case  management  is  defined  as  a  process  that 
evaluates  a  patient's  progress  within  the  health  care  system.  It 
ensures  that  treatment  is  appropriate  and  provided  in  a  cost- 
effective  and  timely  manner.  Pre-established  milestones  and 
outcomes  are  used  to  evaluate  care  (Bachrach  19  92)  . 

Case  management  programs  are  proving  themselves  to  be 
successful  in  reducing  length  of  stay  and  costs  for  treating 
patients  in  the  private  sector.  Hospitals  report  lowering 
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expenditures  by  as  much  as  15-20  percent  the  first  year  such 
programs  are  implemented.  Most  of  these  institutions  also  report 
increased  patient  satisfaction  (Baschon  1992) .  By  directing  the 
further  development  of  a  coordinated  case  management  program 
under  the  umbrella  of  managed  care  at  NMCP,  the  Commander  will  be 
better  prepared  to  manage  patient  care  with  less  funding  as  would 
be  dictated  under  a  capitated  reimbursement  system. 

Problem  Statement 


The  mental  health  case  management  program  at  NMCP  is  called 
the  Continuity  of  Psychiatric  Care  (CPC)  program.  The  intent  of 
the  CPC  program  is  to  provide  comprehensive  inpatient  and 
outpatient  psychiatric  support  as  needed  for  persons  with 
serious,  disabling  mental  illness  inpatient  care  (Rivera  1994, 
1995)  . 

A  chief  aim  of  the  program  is  to  avoid  extended  inpatient 
hospitalization  or  readmission  of  clients  awaiting  separation 
from  the  military.  Prolonged  inpatient  stays  or  readmissions 
during  the  Medical  Board  process  which  can  exceed  120  days  are 
unacceptable  for  both  clinical  and  fiscal  reasons  (Rivera  1994, 
1995)  . 

Clinically,  psychiatric  patients  are  adversely  effected  when 
their  return  to  a  normal  social  environment  is  delayed.  From  a 
fiscal  standpoint,  an  inpatient  bed  occupied  by  a  patient 
awaiting  military  separation  denies  facility  access  to  acutely 
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ill  patients  coming  into  the  system  (Rivera  1994,  1995,  Dietzen 

and  Bond  1993)  .  This  increases  the  potential  that  NMCP  must  use 
supplemental  funds  to  sand  clients  to  civilian  facilities .  The 
cost  of  sending  a  patient  to  a  civilian  institution  for  treatment 
is  an  extra  avoidable  expense.  Given  the  state  of  shrinking 
patient  care  dollars,  this  is  not  the  wisest  use  of  resources. 

Since  its  inception  in  1994,  the  CPC  program  has  not  been 
analyzed  systematically  to  evaluate  its  fiscal  efficiency  and 
effectiveness .  No  official  analysis  of  its  impact  on  the  use  of 
occupied  bed  days  and  consequent  use  of  expenditures  has  beer- 
done.  In  addition,  the  effects  of  the  .Medical  Board  process  as 
it  relates  to  prolonged  retention  on  active  duty  of  psychiatric 
patients  awaiting  disposition  while  in  the  CPC  program  has  not 
been  aggressively  investigated. 

In  spite  of  the  prolonged  active  duty  status  caused  by  the 
Medical  Board  process  for  psychiatric  patients  in  Medical  Holding 
Company,  speculation  is  that  the  CPC  has  effectively  lowered  the 
number  of  occupied  bed  days  (OBDs)  for  inpatients  due  to 
readmissions  and  saved  money  (Rivera  19  94)  .  The  potential  exists 
that  cost  savings  may  be  greater  if  the  Medical  Boards  process 
for  CPC  clients  can  be  completed  in  less  than  60  days .  However, 
hard  data  must  be  compiled  and  analyzed  to  substantiate  this 
assumption . 

If  this  hypothesis  can  be  affirmed,  fully  funding  CPC 
program  billets  in  conjunction  with  a  restructuring  of  the 
Medical  Board  process  may  be  of  benefit  to  the  Command. 
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Literature  Review 


The  American  health  care  system  is  in  a  state  of  profound 
change.  The  rate  of  change  is  nearly  exponential,  or  at  least 
seems  to  be.  Health  care  costs  are  escalating  at  an  alarming 
rate  as  a  result  of  many  causes  including: 

1.  Rapidly  developing  technology. 

2.  Cost  shifting  by  providers  to  defray  the  cost  for 
care  given  to  patients  who  either  cannot  pay  or  are  covered  by 
systems  that  do  not  pay  the  full  costs  of  care. 

3.  Changing  demographics  as  the  population  ages. 

4.  High  expectations  for  an  extended  and  healthy  life. 

5.  The  current  legal  environment  and  its  direct  effect 
on  the  practice  of  defensive  medicine. 

S.  Administrative  costs  related  to  delivered  care. 

7.  Wide  differences  in  efficiencies  and  quality  of  care 
that  is  delivered  by  all  kinds  of  providers. 

8.  Serious  inequities  in  levels  of  income  among  all 
types  of  providers  (Kongstvedt  1993;  Sandhu  et  al  1992;  Sowell 
1994;  Quinn  1993) . 

The  changing  climate  within  the  health  care  system  has  made 
it  necessary  to  explore  innovative  strategies  to  provide  quality- 
based  cost-effective  care.  Cost,  quality,  and  efficiency  are  key 
issues.  Communication  and  coordination  are  a  crucial  if  these 
issues  are  to  be  linked  in  such  a  way  that  allows  modern  health 
care  institutions  to  survive  (Robinson,  Robinson,  and  Lewis  1992; 


Lanier  and  Boone  1993;  Ehreth  1993;  Birmingham  1994;  Schlackman 
1991) . 

Hospitals  survive  if  they  are  effective  at  what  they  do. 

All  organizations  must  do  this  if  they  are  to  prosper  (Ehreth 
1993) .  The  business  of  delivering  health  cars  in  the  nation,  in 
the  DoD,  and  in  the  Tidewater  area  has  changed.  Money  is  in 
short  supply  and  will  be  shorter  in  the  future.  A  finite  amount 
of  money  is  available  to  fund  a  vast  amount  of  needed  services, 
"sacred  cows"  used  in  the  past  are  no  longer  adequate 
justification  for  expenditures. 

In  this  time  of  economic  austerity,  corporate  downsizing, 
and  keen  competition,  the  DoD  health  care  system  is  being 
severely  cested.  A  direct  challenge  facing  military  health  care 
managers  is  how  to  best  organize  resources  to  give  timely  access 
CO  quality  cars  and  achieve  economic  efficiency  (Lanier  and  Boone 
1993;  Scuthby  1993;  Schlackman  1991) . 

Case  management  is  a  viable  approach  available  to 
administrators  and  clinicians  that  addresses  the  issues  of 
decreasing  budgets  and  improving  the  quality  and  access  to  care. 
It  is  a  process  of  health  assessment,  planning,  and  service 
procurement  as  well  as  care  delivery,  coordination,  and 
monitoring  to  meet  the  many  needs  of  clients  (Mayer,  Madden,  and 
Lawrenz  1990;  Cunningham  1994;  Birmingham  1994;  Cesta  1993) . 

From  a  historical  perspective,  the  idea  of  case  management 
has  its  roots  in  case  nursing  which  dates  back  to  the  early  19th 
century.  At  that  time  nurses  took  care  of  patients  in  their 
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homes.  In  the  1960s,  district  nurses  and  social  workers  in  the 
United  Kingdom  were  in  charge  of  case  management .  Psychiatric 
nurses  and  social  workers  practiced  case  management  in  the  United 
States  in  the  1970s  (Sandhu  et  al  1992) . 

During  the  1980s,  many  factors  influenced  the  implementation 
and  development  of  case  management.  The  principal  factor  was  a 
push  to  reduce  the  cost  of  health  care  services  through  cost 
ef f ecciveness  and  proper  and  effective  use  of  resources  (Sandhu 
et  al  1992)  . 

In  1981,  the  Omnibus  Budget  Reconciliation  Act  and  Medicare 
prospective  reimbursement  had  a  direct  impact  on  acute  care 
hcsoitals.  These  initiatives  encouraged  community-based 
alternatives  to  institutional  placement  giving  acute  care 
facilities  an  important  financial  incentive  to  reduce  patient 
length  of  stays  (Bower  19  91)  . 

Consequently,  hospitals  became  more  competitive. 

Prospective  payments  for  care  have  driven  down  acute  care  length 
of  stays.  Marketing  strategies  to  attract  clients  have  become 
more  intense  because  of  declining  hospital  censuses  (Sandhu  et  al 
1992;  Kongstvedt  1993) . 

Under  these  conditions,  case  management  as  a  means  to 
conserve  resources  makes  good  sense.  It  pushes  patient  care 
toward  the  most  desirable  patient,  family,  and  institutional 
outcomes:  clinical  effectiveness,-  financial  efficiency;  and 

patient  satisfaction  (Cunningham  1994;  Sowell  and  Meadows  1994) . 
As  a  result,  approximately  half  of  U.  S.  hospitals  have  switched 
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to  or  are  thinking  about  switching  to  some  form  of  case 
management  (Sandhu  et  al  1992)  . 

The  go^ls  of  case  management  vary  from  institution  to 
institution.  Depending  whether  the  setting  is  inpatient  or 
outpatient  or  both,  program  goals  may  include: 

1.  Coordinate  patient  care  through  professional 
collaboration . 

2.  Identify  and  achieve  client  outcomes. 

3.  Promote  client,  nurse,  and  physician  satisfaction 
through  coordination  and  continuity  of  care. 

4.  Promote  efficient  nursing  care. 

5.  Facilitate  utilization  and  resources  and  decrease 
length  of  stay  (Kongstvedt  1993;  Cunningham  1994;  Birmingham 
1994}  . 

Based  on  these  goals,  case  management  programs  are  built  on 
several  essential  elements.  These  critical  elements  are: 

1.  Casefinding  -  referral  and  pre-screening. 

2.  Assessment  -  of  needs  and  resources. 

3 .  Problem  identification  and  planning  -  for  specific 
problems  based  on  critical  pathways. 

4.  Implementation  -  service  coordination,  delivery,  and 
reimbursement . 

5.  Monitoring  -  documentation  and  evaluation. 

6.  Reassessment  -  feedback  and  total  quality  improvement 
(Birmingham  1994;  Quinn  1993;  Robinson,  Robinson,  and  Lewis  1992; 
Bower  1991) . 


12 


The  principle  coordinator  in  case  management  programs  are 
case  managers.  The  majority  are  nurses  who  are  employed  by 
organizations  or  work  independently  with  specific  groups  of 
patients  (Birmingham  1994;  Cohen  1991) . 

Nurses  bring  broad-based  and  distinctive  skills  and 
knowledge  to  case  management.  The  role  of  nurses  as  coordinaco 
of  care  has  been  fundamental  to  defining  nursing  practice  for 
decades.  The  coordination  of  services  and  care  is  the  principl 
function  of  case  managers .  This  role  is  a  legitimate  expansion 
of  the  nursing  role  because  case  management  seeks  to  attend  co 
"he  cotal  needs  and  concerns  presented  by  patients  and  “heir 
families  (Bower  1991) . 

Ordinarily,  case  managers  are  not  direct  care  providers, 
is  their  role  to  guide  episodes  of  care  rather  than  focus  on 
isolated  aspects  of  care.  Case  managers  maintain  an  overview  o 
the  entire  treatment  process  while  in  consultation  with  direct 
and  indirect  care  givers  (Birmingham  1994;  Cohen  1991;  Mayer, 
Madden,  and  Lawrenz  1990;  Clark  and  Fox  1993;  Bower  1991)  . 

Nurse  case  managers  focus  on  assisting  and  facilitating 
patients  as  they  adapt  to  the  potential  or  actual  effects  of 
health  issues  on  daily  activities.  From  a  holistic  viewpoint, 
nurse  case  managers  practice  with  extensive  knowledge  of  the 
multi -dimensional  issues  presented  by  patients  and  their 
families,  while  including  the  doctor  and  psychosocial  factors 
(Birmingham  1994;  Cohen  1991;  Mayer,  Madden,  and  Lawrenz  1990; 
Clark  and  Fox  1993  ;  Bower  1991)  . 
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Case  managers  work  in  a  variety  of  client  settings.  They 
provide  service  for  some  of  the  following  situations: 

1.  Acutely  ill  patients  in  such  medical  specialties  as 
oncology,  mental  health,  neonatology,  pediatrics,  and  high  risk 
obstetrics . 

2.  Patients  with  head  injury,  spinal  cord  injury,  AIDS,  or 
other  catastrophic  illnesses. 

3 .  General  medical  or  surgical  patients  who  are 
hospitalized  and  considered  to  be  at  risk  for  delay  in  discharge 
for  various  reasons . 

4.  Ill  or  injured  workers  who  are  unable  to  work  in  their 
traditional  role. 

5 .  Bldsrly  individuals  who  need  assistance  to  remain  in 
the  community. 

o.  Disabled  dienes  who  need  services  from  multiple 
agencies  to  maintain  a  level  of  independence  (Birmingham  1994; 
Quinn  1993  ;  Kongstvedt  1993  ;  Peterson  1991;  Bower  1991)  . 

Case  managers  work  in  many  different  types  of  management 
models.  They  can  be  characterized  according  to  specific  common 
goals  and  methods.  The  literature  identifies  five  general  case 
management  designs:  the  expanded-broker ;  personal - strength ; 
rehabilitation;  full  support;  and  managed  care  (Clark  and  Box 
1993;  Applebaum  1990;  Sandhu  et  al  1994) . 

The  expanded-broker  model  makes  case  managers  responsible 
for  assessing  patient's  needs  and  linking  them  to  existing 
services.  However,  this  model  does  not  normally  provide  direct 
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treatment  services.  On  the  other  hand,  case  managers  in  the 
personal -strength  model  identify  client's  abilities  and  create 
situations  in  which  patients  can  use  those  abilities  to  gain 
personal  goals.  The  case  manager  attains  goals  largely  by 
helping  the  patient  gain  access  to  resources  such  as  vocational 
training,  housing,  social  services,  and  medical  care  (Clark  and 
Fox  1993,  Applebaum  1990) . 

Rehabilitation  models  are  directed  toward  identifying 
physical  and  or  mental  deficits  and  teaching  clients  the  skills 
they  need  to  overcome  those  deficits.  Similar  to  the  personal- 
strengths  model,  the  rehabilitacion  model  stresses  the  patient's 
goals  and  needs  rather  than  those  of  the  health  care  system.  In 
the  full -support  model  case  managers  act  both  as  providers  of 
direct  care  and  as  directors  of  brokers  of  other  services  that 
their  clients  receive.  In  addition  to  providing  clinical 
services,  case  managers  in  the  full -support  system  offer  a  wide 
range  of  other  supports,  such  as  money  management  and  acoess  to 
housing  (Clark  and  Fox  1993) . 

In  the  managed  care  model,  providers  are  at  risk  for  costs 
that  exceed  a  prepaid  amount  and  can  create  a  surplus  if  costs 
are  kept  below  the  capitation  amounts  the  agency  receives .  This 
puts  pressure  on  the  care  planning  process  creating  incentives 
for  the  provider  to  oontrol  total  expenditures,  to  promote  and 
provide  preventive  services,  and  to  substitute  less  expensive 
services  wherever  possible  without  sacrificing  quality  or  under 
serving  patients  (Appplebaum  1990)  . 
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Although  most  case  management  models  stress  treatment 
outcomes,  they  also  include  implied  or  specific  theoretical 
assumptions  -about  cost  reduction.  All  case  management  strategies 
assume  that  spending  on  one  aspect  of  a  patient's  functioning 
will  be  offset  by  compensatory  declines  in  other  resources  used 
by  the  client.  Specific  mechanisms  by  which  resources  are 
managed  however,  vary  widely  among  the  various  theoretical  models 
(Clark  and  Fox  1393)  . 

The  last  decade  has  seen  a  burgeoning  interest  in  case 
management  services  to  people  with  severe  mental  illness .  Much 
of  the  mencal  health  literature  of  che  lace  70s  and  early  80s 
focused  on  unmasking  the  desperate  circumstances  of  the 
"chronically  mentally  ill".  These  people  are  frequently  unable 
to  access  services  to  meet  the  most  basic  community  survival 
needs  because  of  an  inadequate,  fragmented  service  system 
(Chamberlain  and  Rapp  19  91;  Rubin  1932;  Tur.kus  1991)  . 

The  current  political,  social,  and  clinical  push  is  to  de¬ 
institutionalize  mentally  ill  patients.  This  two  decade  trend 
has  created  a  "revolving  door"  pattern  of  acute  psychiatric 
hospital  use.  Readmission  has  been  a  recurring  issue  in  mental 
health  policy  for  the  entire  de- inscitutionalizat ion  period 
because  of  patient  non-compliance  to  therapy  (Dietzen  and  Bond 
1993) 

While  consensus  is  not  universal  (Rossler  et  al  1992) ,  there 
is  currently  some  agreement  that  the  readmission  "revolving  door" 
can  be  checked  when  the  mentally  ill  are  served  by  case  managers . 
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These  case  managers  develop  a  client  centered  basis  for  rendering 
and  coordinating  services  needed  by  each  individual  through  a 
caring  and  long-term  personal  association  with  their  patients. 
Non-institutionalized  psychiatric  clients  who  acquire  case 
management  assistance  are  more  likely  than  others  who  do  not  have 
a  case  manager  not  to  be  socially  isolated,  to  live  more 
indspsndsncly ,  to  function  bottsr  dt  work;  a.nd  to  onjoy  d  O0t^>^0r 
auality  of  life  in  general  (Rubin  1992;  Dietzen  and  Bond  1993) . 


Purpose 


The  dim  of  ohis  scudy  is  to  dndlyzs  end  evdluaoe  NMCP's 
psychiatric  case  management  program  -  one  Continuity  of 
Psychiatric  Care  (CPC)  program  at  NMC? .  This  analysis  will  focus 
on  CPC's  effectiveness  and  efficiency  at  saving  occupieo  bed  cays 
(OBDs)  by  preventing  inpatient  readmissions  and  the  cost  beneric 
related  to  those  savings.  The  findings  will  be  used  to  provide 
recommendations  for  system  improvements  to  the  NMCP  Commcander . 
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political  phenomena.  The  case  study  has  not  surprisingly  been  a 
common  research  strategy  in  psychology,  sociology,  political 
science,  business,  social  work,  and  planning.  Briefly,  case 
studies  allow  an  investigation  to  retain  the  holistic  and 
meaningful  characteristics  of  real-life  events  such  as  individual 
life  cycles,  organizational  and  managerial  processes, 
neighborhood  change,  international  relations,  and  the  maturation 
of  industries  (Yin,  1994) . 

Plausible  advantages  of  a  case  study  include  establishment 
of  information  that  may  point  toward  hypotheses  formulation, 
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explanation  and  definition  of  concepts  and  variables  for  further 
study,  and  discovery  of  ways  to  measure  the  variables.  The  main 
disadvantage, of  a  case  study  is  the  inability  to  infer  findings 
upon  a  larger  population  based  on  the  limited  focus  (Yin  1994) . 

Resources  relied  upon  for  this  case  study  include  a 
comprehensive  literature  review  through  local  medical  and 
university  libraries,  extensive  inte-ziews  of  clinical  and 
administrative  staff  at  NMC?,  and  a  thorough  review  of  pertinenc 
public  and  institutional  documents.  Thia  examination 
literature  lead  to  the  conclusion  that  there  is  a  neea  tor 
analysis  of  the  NMCP's  CPC  case  management  program's  erriciency 
af iveness  and  how  it  relates  to  cost  saz-ngs  j-^su  g 
from  lower  inpatient  occupied  bed  days  '-(OBDs)  savea  by  inc=ns^/  = 
outpatient  case  managem.ent . 

The  research  design  of  this  case  study  has  five  components 
(Yin  1994)  :  the  study's  question  -  does  the  Continui'-y  Oo. 
Psychiatric  Care  (CPC)  program  save  occupied  bed  days  (OBDs)  by 
preventing  inpatient  readmissions  thereby  creating  a  cost  benerit 
related  to  those  savings?;  its  propositions  -  psychiatric  case 
management  does  lower  the  number  of  OBDs  due  to  reaamissions 
thereby  creating  a  cost  benefit;  its  units  of  analysis  -  OBDs 
which  are  defined  as  all  inpatient  days  after  the  day  of 
admission;  the  logic  linking  the  data  to  the  propositions  -  m 
general,  psychiatric  outpatients  who  are  not  managed  while  in  an 
outpatient  status  will  have  higher  readmission  rates  than  those 
who  are  followed  by  case  managers  (Rivera  1994,  1995;  Dietzen  and 


19 


Bond  1993),  therefore  un-managed  outpatients  will  use  more 
inpatient  OBDs  due  to  readmission;  and  the  criteria  for 
interpreting  the  findings  -  analysis  of  workload  management  data 
on  average  length  of  stay  and  OBDs  accounted  for  by  managed  and 
un-managed  psychiatric  admissions  and  readmissions  for  Fys  1992, 
1993,  and  1994,  analysis  of  data  on  readmission  OBDs  by  managed 
and  unmanaged  psychiatric  patients  awaiting  Medical  Board 
j^T'Qcss s ing ,  and  the  cost  beneiit  analysis  or  tne  CPC  program  a'_ 
^JMCP. 


Regardless  of  the  procedure  by 
the  issue  of  quality  of  the  study  h 
it  can  become  useful .  As  a  measure 
reliability  must  be  established  to 
tests  are  common  to  all  social  sole 
validity;  internal  validity;  extern 


which  an  appraisal  is  made, 
as  to  be  resolved  before  the 
of  Quality,  validity  and 
accomplish  this  goal .  Four 
nee  m^ethods  ;  construct 
al  validity;  and  reliability 


(Yin  1994)  . 

Construct  validity  establishes  correct  operational  measures 
for  the  concepts  being  studied  (Yin  1994) .  There  are  two 
operational  measures  that  will  be  used  in  this  study.  First, 

OBDs  as  defined  previously.  Both  the  treatment  philosophies  and 
the  number  of  and  ward  configuration  of  psychiatric  inpatient 
beds  has  fluctuated  significantly  over  the  past  four  years  within 
the  Psychiatry  Department  at  NMCP  (Rivera  1994,  1995;  Carey 
1995) .  Therefore,  inpatient  census  changes  could  not  be  used  as 
a  reliable  comparison  tool .  Using  OBDs  allows  comparative 
evaluation  of  OBD  percentages  from  various  sources  against  total 
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Second, 


OBDs  regardless  of  both  bed  configuration  and  number, 
the  cost  of  an  OBD  at  NMCP  ($257) ,  Maryview  Medical  Center 
($380),  Norfolk  Psychiatry  Center  ($505/OBD  plus  $198/patient  ror 
professional  fees) ,  and  NMCP  Psychiatric  Medical  Hold  ($142)  a_c 
used  for  cost  benefit  analysis  (Bronson  1995;  Weiss  1995). 

Internal  validity  establishes  a  causal  relationship,  whereby 
certain  conditions  are  shown  to  lead  to  other  conditions,  as 


distinguished  from  spurious  relationships  (Yin  1994) . 
validitv  is  not  intended  to  be  used  for  exploratory  st 
Cherefore  will  not  be  established  in  this  study . 

Yxcernal  validity  establishes  cne  domain  to  which 


Internal 
udies  and 


a  study' 


s 


riudincs  can  be  creneralized .  This  scudy  is  of  acnve  ducy 
military/  psychiatric  patients  ac  NMCP.  ■  Naval  Meaical  Cenner 
Portsmouth,  Virginia  is  a  400  bed  mum -service  teaching  medical 


treacment  faci 
organizational 
influence  care 
3)  . 


itv.  There  are  10  Direccorates  within  the  NMCP 
structure.  All  of  them  directly  or  indirectly 
delivered  in  the  Psychiatric  Department  (Appendix 


The  Psychiatry  Department  falls  under  tne  Medical 
Directorate.  It  provides  psychiatric  evaluation  and  treatment 
and  takes  appropriate  administrative  action  for  active  duty 
personnel  and  for  eligible  dependents  and  retired  personnel  as 
space  and  staffing  permit  within  the  confines  of  quality  care. 


(Appendix  B) . 

Active  duty  inpatient  psychiatric  patients  at  NMCP  are 
treated  on  three  wards  (50  beds)  for  a  wide  variety  of 


psychiatric  diagnoses  ranging  from  substance  abuse, 
schizophrenia,  psychotic  disorders,  bipolar  disorders,  and  many 
more.  Inpatient  census  averaged  1,200  (11,950  OBDs)  patients  per 
year  over  the  last  three  fiscal  years  (Weiss  1995,  Sims  1995) . 

After  discharge  from  the  inpatient  setting,  many  psychiatric 
patients  are  treated  on  an  outpatient  basis  wnile  awaj-uing  r.Lnai. 
disposition  either  back  to  full  duty,  limited  duty,  or  out  of  che 
military/.  Findings  of  this  study  mighc  provide  useful 
information  for  the  management  of  psychiatric  patients  at  similar 
military  medical  treatment  facilities . 

Both  the  conscruct  and  external  validity  o-  tnj.a  CdSc  Soudv 
was  escablished  by  gathering  empirical  evidence  from  multiple 


Durces 


rhese  sources  support  any  findings  or  conclusions 


cleaned . 


.lability  examines  the  stability 


measurement 


process  itself  when  aopilied  under  scandard  condii-ions  witn  the 
same  results  (Loether  and  McTavish  1993;  Yin,  1994) .  The 
reliabilitv  of  this  study  will  be  based  on  maintenance  of 
documentation  by  the  researcher  thus  allowing  duplication  oj. 
f indincs . 
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CHAPTER  3 


RESULTS 


The  inpatient  wards  of  the  Psychiatric  Department  at  NMCP 
are  busy  units  treating  active  duty  military  beneficiaries. 


Total  inpatient  admissions  for  FYs  1992, 


1993,  and  1994  was 


1,275,  1,100,  and  1,208 
Laws  1995) .  Psychiatric 
13,453  respectively  for 


respectively  (Weiss 

1995  ; 

Simms 

OBDs  at  NMCP  were  11 

,  008, 

11,36 

FYs  1992,  1993,  and 

19  94 

(Weiss 

99  5  ; 
and 


1995) (Appendix  C) . 

The  cost  of  a  psychiatric  O.ED  (after  step  ccwn  accounting) 
for  active  duty  patients  at  NMCP  is  $257  (Weiss  1995) .  It  cost 
$142 /day  to  treat  a  client  as  an  outpatient  in  Psychiatric 
Medical  Holding  Company  (Weiss  1995,  Bronson  1995)  .  The  value  of 
iobs  held  by  patients  housed  in  Medical  Holding  Company  is 
$11.45/hour  ($92/day)  or  the  equivalent  of  the  Ma^n/  Hospitalman 
(E-3)  hourly  rate  (Reesey  1995)  (Appendix  C) . 

Contracted  psychiatric  services  for  bed  non-availability  are 
used  at  Mar^/view  Medical  Center  in  Portsmouth,  VA  or  at  the 
Norfolk  Psychiatric  Center  in  Norfolk,  VA.  Inpatient  psychiatric 
OBD  cost  for  those  facilities  are  $380  and  $505  respectively. 
Norfolk  Psychiatric  Center  charges  $198  per  admission  for 
additional  professional  services  and  physician  fees  (Bronson 
1995)  (Appendix  C) . 


Naval  Medical  Center  Portsmouth's  ALOS  for  inpatient 
psychiatric  admissions  for  FYs  1992,  1993,  and  1994  was  8.1,  9.9, 
and  11  days  respectively.  The  average  percentage  occupancy  rate 
in  the  Psychiatric  Department  for  FYs  1992,  1993,  and  1994  was 

50%,  60%,  and  71%  respectively.  The  percentage  occupancy  rata  by 
the  NMCP  Psychiatric  Service  for  FYs  1992,  1993,  and  1994  was 

55.6%,  67.7%,  and  80.2%  respectively.  While  ALOSs,  occupancy 
rates,  and  OBDs  have  gone  up,  funds  utilised  for  patient  care  has 
stayed  constant  (Weiss  1995  ;  Laws  1995;  Dunn  1995- )  (Appendix  Dl  . 

Suonlemental  care  dollars  for  active  duty  client  bed  non- 
1  itiy  sx'OGnd.sd  in  FYs  1992  nnci  1993  ws.s  . 

Over  S53  thousand  (62  patients)  was  spent  in  I'Y  1994.  i.n  tne 
first  two  quarters  of  FY  1995,  339,300  was  paid  tor  SO  active 
duty  patients.  The  expected  final  cost  for  these  two  quarters  is 
5129,700.  The  projected  cost  of  bed  non-availability  for  active 
duty  patients  for  FY  1995  is  $259,400.  This  is  a  484%  increase 
over  FY  1994  supplemental  care  expenditures  (Bronson  1995) 
(Appendix  E)  . 

Inpatient  psychiatric  readmissions  at  NMCP  tor  FYs  199j  and 
1994  were  126  (11.5%  of  total  admissions;  ALOS  14  days)  and  99 

(8%  of  total  admissions;  ALOS  13  days)  patients  respectively. 
These  readmissions  accounted  for  1,752  OBDs  (15.4%  of  total)  and 
1,291  OBDs  (9.6%  of  total)  in  FYs  1993  and  1994  respectively 
(Weiss  1995)  (Appendix  F)  . 

Readmitted  active  duty  beneficiaries  treated  as  inpatients 
in  NMCP  cost  $450,264  and  $331,787  respectively  for  FYs  1993  and 
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1S94.  Had  they  not  been  readmitted  and  treated  as  outpatients 
Medical  Holding  Company,  the  cost  would  have  been  $87,600  and 

$64,550  respectively  (Appendix  F) . 

'  l£  NMCP  inpatient  beds  were  not  available,  FYs  1993  and  1994 

comparative  costs  at  Maryview  Medical  Center  would  have  been 
$665,000  and  $490,580  respectively.  The  cost  for  Norrol.t 
Psychiatric  Center  would  have  been  $909,708  and  $571,557 

respectively  for  FYs  1993  and  1994  {Appendix  F)  . 

In  ?Y  1993,  56%  (71)  of  NMCP  psychiatric  patients  inpatienc 

readirdssions  returned  within  30  days  of  initial  discharge 

,  _  ^  of  TwEncv'  psirctriiv^  z.5) 

;=cccu7icinc  zcr  7zz  OnJUS  i.-tj-o  oi. 

rsturned  wichin  31-60  days  accounting  fcr  492  OEDs  (28%  of  total. 
Ten  cercsnt  (12)  returned  within  61-90  days  accounting  i-or  lo9 


OBDs  (10 


:otal . 


Fourteen  percent  (18)  returned  within  or 


Greater  chan  91-120  days  accounting  for  369  OBDs  (21%  of  tocai 
(Appendix  F)  . 

in  FY  1994  66%  (65)  of  readmitted  patients  returned  within 

30  days  accounting  for  555  OBDs  (43  %  or  total)  .  Ten  perCw.it 
(10)  returned  within  31-60  days  accounting  for  337  OBDs  (2  6^  o^ 
total) .  Six  percent  (6)  returned  within  61-90  days  accounting 
for  69  OBDs  (5%  of  total)  .  Eighteen  percent  (18)  returned  within 
or  after  91-120  days  accounting  for  330  OBDs  (26  %  of  total) 
(Appendix  F)  . 

Delays  in  the  Medical  Boards  process  increase  the  chance 
Chat  psychiatric  outpatients  will  be  readmitted  (Rivera  1994, 
1995)  .  Guidelines  for  the  Navy-wide  Medical  Boards  process  are 
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The  Medical  Der)artTnent 


coveired.  in  ch3.ptr.s2r  18  of  the  Msnusl — oi 
There  are  many  diffirent  types  of  Medical  Boards.  Physical 
Evaluation,.  Boards  (PEB)  are  looked  at  for  this  study. 
Information  related  to  PEBs  is  highlighted  in  Appendix  G. 

Based  on  two  evaluations  by  Rivera,  the  intra-departmental 


Medical  Board  process  for  PEBs  takes  on  average  33  days  to 
complete  with  a  range  of  16-77  days  (Rivera  1994,  1995) .  The 

biggest  delay  in  the  process  is  an  average  of  2S  (range  or  lo-/ 
days)  days  for  obtaining  three  physician  signatures  on  the 


dictated  board  (Kemp  1995)  (.appendix  G)  . 

The  Command  Medical  Board  process  for  PEBs  ave 
buc  can  take  as  long  as  90  days.  The  PEB  process  i 


ages  10  days 
Arlington, 


VA  averages  90  days  but  can  take  as  long 
199^,1995;  Mitchell  1995) .  Given  these 
?H3  completion  is  133  days  (4.S  montns) 
In  1993  before  institution  of  case 
population  that  the  CPC  program  would  ta 
readmission  rate  of  86.6%.  In  calendar 
under  case  management  had  a  readmission 


as  180  days  (Rivera 
figures,  total  time  for 
(Appendix  G) . 
management,  the 
rgec  in  1994  had  a 
year  1994  this  population 
rate  of  11.2%  (Rivera 


1994,  1995)  (A-ppendix  H)  . 

The  CPC  program  managed  48  patients  in  FY  1994.  Thirteen  of 
chese  48  (27%;  ALOS  19  days)  CPC  patients  were  readmitted.  CPC 

patients  accounted  for  13  of  99  (13%)  total  readmissions.  During 
this  same  time  period,  CPC  clients  accounted  for  251  of  1,291 
OBDs  (19.5%)  due  to  readmissions.  Overall,  CPC  pauients 
readmitted  accounted  for  1.9%  of  13,458  total  psychiatric  OBDs 
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(Weiss  1995)  (Appendix  H) . 

The  ALOS  for  CPC  readmissions  is  19  days.  Without  case 
management-,  .-an  extra  528  OBDs  would  be  expected  from  the  CPC 
target  population  for  ?Y  1994.  On  average  the  cost  for  these 
readmissions  would  have  been  $177,298  with  a  range  of  $109,296- 


$2-8,358  for  FY  1994  (Weiss  1995)  (Appendix  H) . 

Continuity  of  Psychiatric  Care  patients  for  FY  1994 
readmitted  within  1-30  days,  31-50  days,  61-90  days  and  within  or 
after  91-120  days  were  5  (69  OBDs),  0,  2  (15  OBDs),  and  6  (167 


OBDs)  respectively.  Had  the 
before  60  days,  there  was  pot 
(73%  of  CPC  readmission  OBDs) 
average  savings  of  $69,809  wi 


Medical  Board  process  been  complet 
ential  for  a  savings  of  132  OBDs 
This  costs  cut  to  a  potential 
th  a  range  of  $46 , 774 -$93 , 494  (Wei 


S3 


1994)  (Appendix  H) . 

In  FY  1994,  115  psychiatric 


outpatients  not  managed  by  i-he 


CPC  orogram  were  processed  out  or 


the  military  via  PEBs  (Mitchell 


1995) .  Within  this  group,  105  OBDs  could  have  been  saved  if  the 
Medical  Board  process  was  completed  before  60  .days.  This 
reoresents  a  potential  average  savings  of  $41,  818  with  a  range 

of  $26 , 985 - $58 , 569  .  The  total  average  potential  savings  witn 
case  management  was  $111,627  with  a  range  of  $73 , 759-$152 , 063 


(Appendix  I) . 

The  CPC  program  is  staffed  by  one  military  Commander  (0-5) 
j-0QT_gtered  nurse  (RN)  with  a  Master's  Degree  in  Psychiatric 
Nursing  who  is  the  program's  director,  two  military  Petty  Officer 
(E-4)  psychiatric  technicians/case  managers,  and  two  military  (jj 
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4)  psychiatric  technicians  assigned  to  Psychiatric  Medical 
Holding  Company.  Currently,  the  CPC  staff  comes  out  of  the 
existing -Psychiatric  Department  billet  structure.  Positions  are 
not  designated  billets  targeted  for  case  management.  Therefore, 
the  CPC  staff  cannot  devote  their  full  attention  to  case 
management  because  of  other  responsibilities. 

The  full  time  equivalent  (FTE)  0-5  RN  position  cost  is 
$98,824/yr  (Reesey  1995) .  Each  case  manager  and  psychiatric 
technician  FTE  E-4  position  costs  out  at  $28,405  annually  (Reesey 
1995)  .  Cost  of  the  RN  m.anager  and  cwo  case  managers  is 
S156,038/yr.  Cose,  for  Medical  Hold  psychiatric  technicians  is 
$56,811.  Total  seaff  costs  for  running  an  independent  CPC 
program  would  be  $212,446  annually  (Reesey  1995)  (Appendix  J) . 

The  potential  exists  for  significant  savings  if  ehe  Medical 
Boards  process  can  be  completed  in  less  than  60  days  in 
conjunction  with  case  management.  The  average  potential  cost 
benefit  of  the  CPC  program  for  FY  1994  was  $448,260  with  a  range 
of  $342, 390-$559, 756  (Appendix  J) . 
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CHAPTER  4 
DISCUSSION 

Prior  to  institution  of  the  CPC  program,  comprehensive 
coordinated  psychiatric  case  management  was  not  provided  at  NMCP . 
Dis -jointed  care  resulted  in  high  readmission  rates  and  the 
expenditure  of  unnecessary  funds  on  inpatient  psychiatric  care. 

Historically  within  the  Psychiatric  Department  at  NMCP, 
there  was  an  abundance  of  funding,  occupancy  rates  were  down,  and 
scaff  and  unit  work  loads  were  relacively  low.  There  was  little 
pressure  co  manage  and  coordinate  psychiatric  care.  Psychiatric 
patients  awaiting  Medical  Boards  (PEB)  were  discharged  as 
outpatients  to  general  Medical  Hold  to  fend  for  themselves . 
Without  the  coping  or  mencal  capacity  to  coordinate  their  own 
follow-up  care,  they  relapsed  and  were  readmitted  at  an  alarming 
rate. 

In  the  1990' s,  pressure  to  control  costs  while  improving  the 
quality  of  services  through  managed  cars  have  come  to  bear. 
Readmissions,  higher  inpatient  censuses,  rising  ALOSs  and  staff 
and  ward  working  percentages  of  capacity  within  the  Psychiatric 
Department  have  placed  significant  pressure  on  a  lower  funding 
base.  Increased  Navy  contingency  requirements  in  Haiti  and 
Croatia  that  have  taken  psychiatric  staff  away  and  a  possible 
link  between  stress  and  mental  illness  related  to  down- sizing  of 
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the  military  are  other  recent  factors  increasing  psychiatric 
workloads  (Carey  1935) .  These  pressures  may  be  related  to 
decreased  NMCP  inpatient  bed  availability  that  has  caused 
expenditures  of  supplemental  funds  to  sky-rocket. 

The  Continuity  of  Psychiatric  Care  program  was  created  to 
increase  the  quality  of  psychiatric  patient  care.  It  is  an 
extension  and  expansion  of  psychiatric  care  from  inpatient  to  the 
outpatient  setting.  The  program  is  a  decentralized 
organizational  structure  designed  to  care  for  individual  patiencs 
who  can  be  identified  as  individual  projects  or  categorized  into 

individual  episodes  of  illness . 

The  CPC  procram  is  similar  to  models  by  descrj-bea  by  Sc-ndu 
et  al  (1932)  and  .^ppiebaum  (1990)  .  The-  goals  and  elements  of  the 
program  are  similar  to  those  described  in  the  literature 
(Kongstvec  1993;  Cur-ningham  1994/  Birmingham  1994;  Bower  1991; 
Quin  1993;  and  Robinson,  Robinson,  and  Lewis  1992.  The  CPC 
program  has  also  become  a  valuable  cost  control  uool  in  respoi.se 
to  increased  fiscal  pressures  exerted  by  rising  inpatient 
censuses  and  occupancy  rates,  inpatient  readmissions,  longer 


.ilLOSs,  and  shrinking  budgets. 

Initially,  CPC  began  in  January  1994  to  provide  discharge 
planning  and  case  management  -  type  sein/ices  for  clients  wiuh 
psychotic  diagnoses.  In  November  1994,  a  second  branch 
(described  later)  of  the  CPC  "tree”  began:  Psychiatric  Medical 

Holding  Company  (Rivera  1994,  1995) . 

The  case  management  part  of  the  CPC  program  is  staffed  by 
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one  nurse  and  two  psychiatric  technicians  .  This  statf 
collaborates  regularly  with  members  of  Che  mulci-disciplmar, 
teams  on  the .inpatient  units  and  outpatient  clinic  (Rivera  195., 


1995)  . 


The  CPC  program  in  its  first  six  months  focused  primarily  on 
^npac<encs  and  NMCP  Medical  Holding  company  outpatients  with  » 
primary  diagnosis  of  a  psychotic  disorder.  These  diagnoses 

included  schizophreniform  disorder,  schizophrenia,  bipolar 

(^nso’'d.ef'  Presently,  the  CPC  scope  o,. 
disorder,  or  psychocxc  ah.sOi.ae-- 

-o  -i-c'ude  select  psychiatric  patisncs 
care  has  been  expandea  uO  iiuC-u-uv.  -=  .  - 


hst  Traumatic  Stress  D: 


ier,  and  Major  Depression  (Riv 


1994,  199b;  . 

by  providinc  comprehensive 
The  CPC  orogram  2  ^ 

components  of  the 

services  along  cwo  aiSc..Lnt-i.  /--  - 

continuum  of  psychiacric  c<=..i.=  . 

.  “'in  an  a  cuts  Oinci  Sc 

1.  Discharge  planning  clients  -i- 


:heir  illness 


inpatient  status . 


^ wh"' le  clients  are  i-n 
2.  Case  management  L./pe  i.e-/^Cs>.s 

■h  ^  r^f  illness  ^  as  an  outpatient  in  NMCP 
^covering  phase  or  iiinesb, 


Medical  Holding  Company  (Rivers  1994,  19-.^) 

participation  in  CPC  is  based  upon  provider  referral  and 
uoluntar-y  participation  by  patients.  Resources  and  time 
permitting,  Che  CPC  team  may  pro-tide  assistance  with  disoha.ge 

cdt-ha-r  nqvchiatric  inpatients  (Rivera 
planning  and  services  to  other  psycniaci 

1994,  1995)  . 

^  -  cdiiriqion  of  Psychiatric  Nursing, 

The  CPC  program  is  a  aivision  ui.  -  y 


Directorate  for  Nursing  Ser^/ices,  Area  IV  (Appendix  B)  .  It  is  a 
program  which  bridges  inpatient  and  outpatient  services  and 
follow  up...^.  THe  overall  purpose  of  CPC  is  to  facilitate  the 
optimal  level  of  functioning  for  persons  with  serious,  disabling 
Cental  illness  throughout  their  care  continuum  at  NMCP .  Grounded 
in  Orem's  theory  of  self  care.  CPC  aim.s  to  promote  the  right  of 
each  psychiatric  client  to  highest  degree  of  self  determination 

and  self  care  as  possible  (Rivera  1994,  1995)  .. 

An  alternative  view  of  CPC's  purpose  is  to  serve  as  a  beacon 
for  discharge  planning  and  as  a  safety  net  for  discharged 
clients,  persons  who  ordinarily  have  a  problematic  course.  The 
asniration  is  that  the  gains  toward  self  care  during 
hospitalization  will  be  maintained  if  not  increased  ct^-sr 

discharge  (Rivera  1994,  1995) . 

The  overall  objective  of  CPC  is  to  provide  comprehensive 
continuity  of  care  to  persons  recovering  from  mental  illness  w^^n 
psychotic  features .  This  group  has  been  identified  as  a 
’njlnerable  population,  at  high  risk  for  adaptation  dif  t iculties  . 
Those  difficulties  commonly  include  isolation,  deterioration  O- 
functioning,  non-compliance  with  medications,  and  an 
extraordinarily  high  readmission  rate  within  two  months  ot 


discharge  (Rivera  1994) . 

In  the  promotion  of  each  person's  optimal  level  of 
functioning,  CPC  provides  support,  guidance  and  direction, 
education,  monitoring,  linkage  to  services  and  resources  via 
primary  delivery  systems ; 
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1.  Discharge  planning  services  which  start  within  the 
first  ten  days  of  hospitalization. 

2.  Case  management  type  services  during  the  transition 
from  inpatient  psychiatry  to  discharge  from  Medical  Holding 
Company  based  on  voluntary  participation  and  team  referral 
(Rivera  1994)  . 

The  specific  objectives  of  CPC  are: 

1.  Assess  and  facilitate  clients'  optimal  self  care 
abilities  (including  living  skills)  throughout  the  continuum  of 
cars  through  work  with  individual  unit  and  team  members  to 
identify  needs  and  services . 

2.  Facilitate  diene's  symptom  management  through  a 
variety  of  teaching  methods  and  support  for  patients  and  their 
families . 

3  .  Identify  needs  and  coordinate  discharge  planning  with 
the  multi-disciplinary  team  through  the  following  mechanisms: 

a.  For  initially  targeted  clients,  CPC  team  members 
will  participate  in  weekly  team  conferences,  reports,  case 
conferences,  and  other  multi-disciplinary  team  meetings  regarding 
clinical  issues. 

b.  Work  with  Social  Work  and  Discharge 
Planning/Utilization  Review  departments  to  coordinate  optimal 
cars . 

c.  Spearhead  intensive  and  comprehensive  discharge 
planning  by  the  first  team  conference  (within  the  first  ten  days 
of  admission)  and  thereafter. 
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d.  Liaison  and  broker  resources,  primarily  for 
targeted  clients,  secondarily  for  non-targeted  clients. 

e.  CPC  team  members  will  be  a  resource  as  needed  and 
workload  permitting  for  non-targeted  clients  during  the  initial 
start  up  of  this  program. 

4.  Guide  and  advocate  for  clients  in  the  system  in  order 
to  optimize  "system  negotiation"  on  their  behalf. 

5.  Link  the  client  and  family  to  ser^/ices  within  the  local 

area . 

6.  Link  the  client  and  family  to  ser’/ices  outside  of  the 
local  area  to  include  at  the  very  least  names,  phone  numbers,  and 
ocincs  of  contact  for  resource  agencies  at  the  client's  home  site 
(e.g.  Veterans'  Affairs  offices  and  hospitals,  National  Alliance 
for  the  Mentally  Ill  (NAJ4I)  groups,  Community  Service  Boards,  and 
stace  vocational  and  rehabilitation  services. 

7 .  Provide  education  and  guidance  to  client  and  family  by 
the  following  actions : 

a.  Welcome  and  include  families  from  the  beginning  of 
hospitalization  providing  them  with  a  point  of  contact  for 
information  and  support . 

b.  For  local  families,  provide  symptom  management  and 
resource  information  via  family  classes  and  group  meetings . 

c.  For  long  distance  families,  provide  an 
individualized  packet  of  infoirmation  including:  illness, 
medications,  NAJMI,  VA,  and  other  resources,  points  of  contact, 
etc . 
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8  .  Be  available  for  phorxe  or  on-base  crisis  intervention 
during  working  hours .  After  hour  coverage  will  be  per  the 
Emergency  Department  or  Ward  3G. 

9.  Consistently  monitor  and  guide  NMCP  Medical  Holding 
Company  psychiatric  clients  after  hospital  discharge  by  the 
following  avenues : 

a.  Meet  at  least  weekly  with  target  population 
clients  individually  and  in  "after  care"  groups. 

b .  Continue  to  provide  education  and  support  to 
patients  and  families. 

c.  Liaison  with  clients'  supervisors,  peers  in  their 
work  setting  (Med  Hold  jobs) . 

10.  Regularly  assess  for  the  therapeutic  and  side  effects 
of  medication ( s )  using  established  tools: 

a.  Assess  for  medicacion  effects  regularly  and 


document . 

b.  Give  the  client  a  copy  of  medication  assessmenc 
tools  for  their  follow-up  after  military  discharge. 

c.  Implement  medication  assessment  tools  for  all 
inpatients  receiving  psychotropic  medications . 

11.  A-ssess  and  facilitate  medication  compliance  by 
providing  education,  support,  and  creative  interventions  as 
needed  by  clients  and  support  systems  in  order  to  enhance 
consistency  regarding  medication  dosing. 

12.  Facilitate  optimal  vocational  planning.  Arrange  for  a 
Medical  Hold  job  that  meets  client's  and  CPC  team's  objectives. 
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Refer  to  transitional  Assistance  Planning  Services  (TAPS)  classes 
for  Veterans  Administration  and  state  vocational  rehabilitation 
for  opportunities . 

13.  Facilitate  optimal  Medical  Hold  "job  placement". 

.Arrange  for  a  job  that  meets  the  client's  and  the  CPC  team  s 
objectives.  Liaison  with  clients'  supervisors,  peers  in  tne  work 
setting  (Med  Hold  job)  (Rivera  1994,  1995) 

The  second  branch  of  the  CPC  program  Psychiatric  Medical 
Holding  Company  (PMHC) .  It  is  a  36  bed  housing  area  staffed  by 
two  psychiatric  technicians  that  extends  CrC  ser'/^ces  by 
orcviding  "live-in"  support  as  needed  for  persons  wicn  serious, 
disabling  mental  illness.  Focus  is  parcicularly  on  the  off -work 
hours  which  tend  to  be  unstructured  and-  difficult  for  individuals 
with  impaired  social  skills  to  deal  witn  (Ri/erc.  1994,  1995)  . 

Additionally,  PMHC  provides  psychiatric  triage  services  to 


3,11  creneral  Medical  Holding  Company  (MHC)  residents  dS  needed. 
This  furcher  extends  the  continuum  or  care  and  exemplii-ies 
holistic  nursing  intervention  consistent  with  une  Dugan — Model — Oi,, 
Dynamic  Integration  (Rivera  1994,  1995) . 

The  purpose  of  PMHC  is  to  optimize  psychiatric  oui_pat.i.ents 
level  of  functioning  by  providing  supplemental  psychiatric 
clinical  services  in  a  residential  setting.  Specific  objectives 
of  PMHC  are  all  aimed  at  helping  each  resident  achieve  an  optimal 
level  of  functioning  and  minimize  disability  by  providing  the 
following  services : 

_  Facilitate  a  supportive  environment  for  psychiatric 
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outpatients . 

2 .  Provide  support  and  guidance  in  daily  living  and 

syrnotoni  tnanagement  as  needed . 

3.  Facilitate  skills  development  and  practice, 
particularly  social  skills  and  symptoms  management  skills,  by 
teaching  skills  modules  during  the  off -work  hours  (learning  ana 
practicing  social  and  symptom  management  skills  directly 

^Qr“r*0i 3.C0S  witri  successfuj-  adaptation)  . 

4.  Provide  additional  monitoring  of  symptoms  and  treatment 

in  collaboration  with  the  psychiatric  treatment  team. 

5.  Provide  psychiatric  triage  services  as  needed  to  all 

residents  of  MHC . 

5.  3er-/e  as  a  psychiatric  clinical  resource  for  the  NMCP 
staff  (Rivera  1994,  1995)  . 

Since  its  inception  in  1994,  the  quality  of  services 

■  -  -  w v, I-' m  s  to  have  Scived  money  by 

orovioea  ny  tne  program 

lowering  the  readmission  rate  of  its  target  population.  in_a 
lowered  readmission  rate  may  have  increased  available  inpatienu 
psychiatric  beds  at  NMCP  thereby  lowering  expenaiture  or 
supplemental  funds  for  bed  non-availability . 

The  Medical  Boards  process  for  PEBs  requires  a  significant 
number  of  CPC  patients  to  remain  on  active  duty  beyond  60  days. 
The  reasons  for  these  delays  are  found  in  Appendix  G.  System 
redundancy,  lack  of  coordination  in  the  system,  and  long  holdups 
in  obtaining  physician  signatures  during  the  intra-departmental 
board  process  appear  to  be  the  main  causes  of  delays . 
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In  general  PEB  delays  can  be  related  to  the  fact  that  no  one 
department  is  in  control  of  the  entire  Medical  Board  process  for 
psychiatric  patients.  This  is  unlike  all  other  medical  services 
within  NMCP  that  have  their  Medical  Boards  processed  solely  by 
the  Patient  Administration  Department  (Mitchell  1995,)  . 

Within  the  system  there  is  no  one  authority  tnac  addresses 
Che  issue  of  time  lost  by  delays  in  obtaining  physicians' 
signatures  on  boards  within  psychiatric  intra-departmentai 
process.  No  single  authority  effectively  monitors  and  tracks 
svscem  technical  and  procedural  problems,  addresses  poor  pacienc 
ccm.oliance  to  prooedure,  and  coordinates  idencif ication  or 
r;ii2:r'ates  to  reolace  staffing  absences  because  or  leave  and 

Temcorarv  Additional  Duty  (TAD) . 

Prevention  of  delays  in  rhe  external  FEB  process  have  not 

been  exolorsd  fully.  There  is  a  trac.<^--g  s/cu—m  j- 

the  Medical  Boards  section  of  Patient  Administration.  However 
there  is  no  evidence  that  an  effective  liaison  exists  that  is 
working  with  the  PEB  in  Arlington,  Va .  to  address  causes  for  and 
solutions  to  problems  causing  delays.  Because  of  due  process, 
delays  in  PEB  results  due  to  rebuttal  or  Boarc  results  by 
patients  may  be  unavoidable. 

The  CPC  program  has  pushed  back  the  time  or  readmission  for 
a  significant  percentage  of  its  target  population  beyond  60  days 
after  initial  inpatient  discharge.  In  conjunction  with  the  CPC 
program,  additional  OBDs  and  expenses  for  those  days  can  be  saved 
if  the  time  to  process  Medical  Boards  (PEB)  can  be  decreased  to 
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less  than  60  days. 

This  is  a  reasonable  target  considering  that  local 
processing  for  Medical  Boards  at  NMCP  is  supposed  to  be  completed 
within  20  days.  The  PEB  process  at  Arlington,  VA  is  supposed  to 
be  completed  in  between  28-42  days  (Mitchell  1995) .  There  is  a 
window  of  opportunity  of  71  days  for  NMCP  to  avoid  readmission 
OBDs  filled  by  CPC  outpatients  awaiting  PEBs  and  who  are  likely 
to  be  readmitted  within  90  days  (days  61-90) .  This  71  days  is 
the  sum  of  initial  days  for  inpatient  admission  (11  days  on 
average)  and  SO  days  as  a  CPC  outpatient  before  expected 
readmission . 

The  combination  of  a  decreased  time  to  process  Medical 
Boards  and  an  expansion  of  the  CPC  program  to  cover  a  larger 
target  population  and  provide  expanded  services  that  include 
assistance  related  to  she  PEB  process  could  significantly 
decrease  the  expense  of  readmission  OBDs  from  all  sources . 
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CHAPTER  5 


CONCLUSIONS  AND  RECOMMENDATIONS 

Conclusions 

The  purpose  of  this  study  was  to  analyze  and  evaluate  NMCP's 
psychiatric  case  management  program  -  the  Continuity  of 
Psychiatric  Care  (CPC)  program.  This  analysis  focused  on  CPC's 
effectiveness  and  efficiency  at  saving  occupied  bed  days  (OBDs) 
bv  oreventing  inpatient  readmissions  and  the  cost  benefit  related 
to  those  savings . 

In  the  1990s  expenditures  for  heaLth  care  services  are 
shrinking  while  the  demand  for  those  ser^/ices  is  rising.  As 
budgets  continue  to  fall  and  dem.and  continues  to  rise,  a  major 
shift  in  health  care  delivery  toward  managed  care  has  occurred. 

.A  major  com.oonent  of  managed  cars  is  case  management.  This 
holistic  structured  approach  to  patient  care  seeks  to  provide 
high  quality  ser^/ices  appropriately  at  the  most  efficient  cost. 
Studies  by  Robinson,  Robinson,  and  Lewis  (1992)  and  Cohen  (1991) 
bear  this  out  by  showing  that  through  deliberate  and 
collaborative  case  management,  inpatient  ALOSs  can  be  reduced  and 
a  link  can  be  shown  between  quality  and  cost-effective  care. 

In  the  Psychiatric  Department  at  NMCP,  inpatient  census  from 
FYs  1992-1993  was  consistent.  However,  ALOSs  and  OBDs  have  gone 
up.  Along  with  these  increases,  there  have  been  rises  in  the 
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percentages  of  workload  capacities  for  the  both  the  professional 
staff  and  on  the  inpatient  wards. 

These  increases  may  be  related  to  the  rise  in  numbers  of 
non-available  beds  for  active  duty  clients  and  consequent  rises 
in  the  expenditure  of  supplemental  care  dollars.  Figures  from 
the  Psychiatric,  Patient  Administration,  and  Resources 
Departments  at  NMCP  substantiate  this  assumption. 

Compounding  the  issue  of  bed  non-availability  is  the  problem 
of  OEDs  taken  up  by  psychiatric  readmissions  at  NMCP.  In  FYs 
1993  and  1994  15.4%  and  9.6%  of  OBDs  respectively  were  filled  by 
readm-itted  clients.  These  filled  inpatient  beds  becam.e  non- 
available  CO  a  new  pacients  and  may  have  increased  the  use  of 
contracted  seir^ices  at  mors  expensive  civilian  institutions. 

The  CPC  program  targets  for  case  management  the  most  severely 
ill  psychiatric  patients.  These  patients  have  the  highest 
readmission  rates.  In  the  first  year  of  CPC  case  management,  the 
readmission  OBDs  of  this  population  declined  dramatically. 

The  quality  of  services  provided  by  CPC  is  high.  By  meeting 
and  anticipating  patient  needs,  the  CPC  program  may  have 
prevented  a  higher  percentage  of  its  targeted  clients  (in 
contrast  to  the  same  clients  without  case  management)  from  being 
readmitted  before  60  days  after  initial  inpatient  discharge. 

A  significant  factor  related  to  this  readmission  time  frame 
is  the  Medical  Board  process  for  Physical  Evaluation  Boards 
(PEB) .  This  system  is  a  complicated  bureaucratic  process  that  is 
wrought-up  with  internal  and  external  system,  delays.  In  some 
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cases,  it  prolongs  the  stay  of  CPC  patients  on  active  duty 
greater  than  60  days  thereby  increasing  their  risk  for  inpatient 
readmission.  If  the  Medical  Boards  process  could  be  completed 
before  60  days  for  CPC  clients,  NMCP  might  realize  a  significant 
savings  in  the  cost  of  psychiatric  readmission  OBDs . 

Currently,  the  CPC  program  is  staffed  by  one  RIJ  and  two 
csychiatric  technicians  for  case  management  and  two  psychiatric 
technicians  who  run  the  Psychiatric  Medical  Holding  Company.  As 
part  of  the  general  Psychiatric  Nursing  Department  billet 
structure,  the  CPC  staff  is  limited  in  both  the  services  it  can 
provide  and  number  of  clients  it  can  manage  because  its 
responsibilities  are  diluted  by  other  prim.airy  responsibilities. 

Recommendations 

The  results  of  this  case  study  are  derived  from  data  related 
to  the  CPC  program.  This  program  has  been  in  existence  since 
January  1994.  Initial  short-term  data  analysis  indicates  that 
the  program  has  been  of  benefit  to  NMCP.  However,  additional 
study  is  needed  to  identify  the  long-term  benefits  of  psychiatric 
case  management  in  terms  of  trends  in  readmission  OBDs  saved, 
quality  of  care  delivered,  and  utilization  of  resources. 

If  the  long-term  data  analysis  reflect  the  short-term 
findings,  two  recommendations  are  given.  First,  consideration 
should  be  given  to  fully  funding  the  RN  and  two  technician/case 
manager  positions  in  the  CPC  program.  Such  a  move  would  allow 
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full  time  case  management  for  a  larger  target  population.  As 
part  of  expanded  case  management  se2rvices  in  conjunction  with  the 
Patient  A.dministration  Department,  the  CPC  could  internally 
monitor  and  expedite  the  Medical  Board  process  for  their  clients 
with  a  target  goal  of  completing  that  process  in  less  than  60 
days.  Cost  savings  from  both  lower  readmission  OBDs  and 
decreased  use  of  supplemental  dollars  for  bed  non-availabilicy 
mighc  be  realized. 

Second,  in  conjunction  with  an  expanded  CPC  program,  iz  is 
recommended  that  the  intra-departmental  Psychiatric  Medical  Boarc 
process  be  discontinued  and  brought  totally  under  the  Command 
Medical  Board  Section  in  Pacienc  .Administration.  This  is  the 
case  with  all  other  medical  ser'/ices  within  the  Command  and 
should  be  for  the  Psychiatric  Department.  The  Psychiatric 
Departmenc  should  be  held  to  che  same  20  day  com.pletion  standard 
that  all  other  miedical  departmencs  are  held  to. 

Many  of  the  bureaucracic  delays  in  the  current  dual  system 
are  related  to  gray  areas  of  responsibility  and  enforceability. 

.A  unified  program  under  the  Patient  Administration  Department 
would  allow  clear  lines  of  responsibility  and  cut  out  duplicated 
processes  within  the  Psychiatric  Departm.ent .  I  also  recommend 
that  the  Command  through  the  Patient  Administration  Department 
work  with  the  PEB  in  A.rlington,  V.A  to  achieve  a  goal  of  28-42 
days  to  process  boards  through  their  system. 

Close  coordination  with  an  expanded  CPC  program  staff  could 
cut  time  out  of  the  process  by: 
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JL  . 


Ensuring  boards  are  dictated  by  physicians . 

Ensuring  that  patients  with  their  records  report 
promptly  to  J^edical  Boards  Section  for  processing. 

3 .  Providing  liaison  with  and  tracking  of  medical  staff  to 
minimize  the  time  lost  awaiting  physicians'  signature  on  a 
completed  board. 

4.  Minimize  time  lost  in  clerical  processing. 

5.  Coordinating  procedures  to  hit  the  NMCP  target  date  of 
20  days  for  internal  processing  time  for  PEBs . 

6.  Coordinating  and  tracking  psychiatric  Medical  Boards 
with  a  tarcret  process  completion  time  of  less  than  60  days. 

The  move  toward  managed  care  in  che  healtn  care  arena  is  a 
challencs .  Slnrinkinc  health  cars  collars,  the  demands  tor 
cuality  services,  and  the  demand  for  system  access  are  che 
driving  forces  behind  this  movement . 

In  response  to  these  pressures  on  a  local  level,  results  of 
this  case  study  of  the  CPC  program  in  the  Psychiatric  Department 
at  Naval  Medical  Center,  Portsmouth,  Virginia  indicates  that  case 
management  can  help  address  this  challenge. 
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Adults  Aged  65  Years  and  Older  1900-2050 


Over  "-the  next  sixty  years,  the  percentage  of  the  population 
over  65  years  of  age  will  almost  triple  from  8.1%  to  21.8%  (fig 
1) .  This  older  population  will  use  more  health  care  services. 
Naval  .Medical  Center  Portsmouth,  Virginia  will  not  be  immune  to 
the  pressures  exerted  by  this  increased  demand. 


Conclusions 


This  t',n3e  of  oressure  along  wicln  shrinking  health  care 
budgets  will  fuel  the  push  to  managed  care.  Case  management  as 
part  of  overall  managed  care  will  offer  an  opportunity  for  NMCP 
to  effectively  and  efficiently*  manage  limited  health  care 

GOJ- 1 5.2rs  . 


Source  of  information  in  Appendix  A:  Coile  1994 
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UNITED  STATES  POPULATION  GROWTH  RATE 

Adults  Aged  65  Years  And  Older  1900-2050 

MILLIONS 


Source;  Coile  1  994 


APPENDIX  3 


NMC  PORTSMOUTH  DESCRIPTION  P-ND  ORGANIZATION  CHART 
SYCHIATRIC  DEPA_RTMENT  DESCRIPTION  ADID  ORGANIZATION  CHART 
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Naval  Medical  Center,  Portsmouth,  Virginia 


Description  and  Organization  Chart 

The  purpose  of  Naval  Medical  Center  Portsmouth  (NMCP)  is  to 
promulgate  the  mission,  functions,  and  tasks  established  by 
higher  authority. 

NMCP' 3  mission  is  to  provide  a  comprehensive  range  of 
emergency,  outpatient,  and  inpatient  health  care  services  to 
active  duty  Navy  and  Marine  Corps  personnel  and  active  duty 
members  of  other  Federal  Uniformed  Services .  Naval  Medical 
Center  Portsmouth  ensures  that  all  assigned  military  personnel 
are  both  aware  of  and  properly  trained  for  the  performance  of 
their  assigned  contingency  and  wartime  duties.  It  assures  thac 
the  Command  is  maintained  in  a  proper  state  of  material  and 
personnel  readiness  to  fulfill  wartime  and  contingency  mission 
plans . 

The  .Medical  Center  provides  as  directed,  health  care 
seirvices  in  support  of  the  operation  of  the  Navy  and  Marine  Corps 
shore  activities  and  units  of  the  operating  forces.  Subject  to 
the  availability  of  space  and  resources,  NMCP  provides  the 
maximum  range  and  amount  of  comprehensive  health  care  services 
possible  for  other  authorized  persons  as  prescribed  by  Title  10, 
U.S.  Code,  and  other  applicable  directives. 

The  Medical  Center  conducts  appropriate  education  programs 
for  assigned  military  personnel.  This  ensures  the  both  military 
and  health  care  standards  of  conduct  and  performance  are  achieved 
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and  maintained. 

Naval  Medical  Center  Portsmouth  participates  as  an  integral 
element  of  the  Navy  and  Tri- service  Regional  Health  care  system. 
The  Center  cooperates  with  military  and  civilian  authorities  in 
matters  pertaining  to  public  health,  local  disasters,  and  other 
emergencies . 

Requisite  quality  health  care  standards  are  maintained  by 
NMC?  so  as  to  ensure  successful  accreditation  and  recognition  by 
aooropriate  governmental  and  civilian  agencies  and  commissions. 
This  includes  the  Joint  Commission  on  Accreditation  of  Health 
Care  Organizations. 

Organizationally,  NMC?  is  divided  into  10  distinct 
Directorates.  These  Directorates  are:  ‘  A.dministration; 

Resources;  Nursing  Services;  Medical  Sem-zices;  Surgical  Seirzices 
Ancillary  SeTr/ices;  Pastoral  Care  Seirzices;  Community  Health 
Services;  Managed  Care;  and  Health,  Safety,  and  Environmental 
Services  (fig  1)  . 

The  Medical  Center  is  the  lead  agent  for  Region  2  of  the 
TRICARE  network.  TRICARE  is  the  Pentagon's  version  of  health 
care  reform.  The  program  is  designed  to  control  rrsxng  health 
care  costs  and  to  provide  uniform  benefits  to  users  of  military 
health  care.  TRICARE  is  divided  into  12  distinct  geographic 
regions  and  each  organized  around  a  military  hospital .  This 
hospital  or  the  "lead  agent"  is  responsible  for  contracting  with 
civilian  physicians  and  hospitals  and  will  coordinate  all 
military  medical  services  for  beneficiaries  in  that  region. 
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NAVAL  MKD.ICAL  CENTER  PORTSMOUTH,  VIRGINIA  ORGANIZATION  CHART 


Psychiatry  Department 


Dascription  and  Organization  Chart 

The  Psychiatry  Department  falls  under  the  Medical 
Directorate.  It  proyides  psychiatric  eyaluation  and  treatment 
and  takas  appropriate  administrative  action  for  actiye  duty 

9 

personnel  and  for  eligible  dependents  and  retired  personnel  as 
space  and  staffing  permit  within  the  confines  of  quality  care. 

The  department  furnishes  treatment,  eyaluation, 
consultation,  and  educational  services  to  patients  on  an 
inpatient  and  outpatienc  basis.  It  also  proyides  community 
se2r/icss  such  as  education  and  Command  organizational 
consultation  when  requested  or  mandated. 

The  department  staffs  and  trains  an  emergency  Medical 
Mobilization  and  Response  Team.  This  team  is  known  as  the 
Special  Psychiatric  Rapid  Inteir^ention  Team  and  responds  to 
disasters  when  directed  by  higher  authority. 

The  Psychiatry  Department  maintains  a  four  year  post¬ 
graduate  residency  training  program  in  Psychiatry  accredited  by 
the  Accreditation  Council  for  Graduate  Medical  Education. 
Clinical  services  of  the  Psychiatry  Department  are 
organizationally  divided  into  three  divisions :  Inpatient 
Services;  Outpatient  Services,-  and  Education  and  Training 
Services . 
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The  Inpatient  Services  Division  provides  psychiatric  care  to 
patient  admitted  to  the  Department  of  Psychiatry.  Services 
provided  .include  evaluation,  treatment  and  indicated 
administrative  action  through  an  organized  system  of  inpatient 
wards.  These  wards  provide  acute  and  intermediate  levels  of  care 
under  the  direction  of  the  Assistant  Department  Head  for 
Inpatient  Services .  This  department  is  organized  into  the 
Clinical  Sem/ices  Branch  and  Neuropsychiatric  Technician  Branch. 

The  Outpatienu  Se2r/ices  Division  provides  emergency,  urgent, 
and  routine  outpatient  psychiatric  and  psychological  evaluation 
and  treatment .  This  division  provides  consultative  services  for 
inpacients  in  other  clinical  departments.  It  provides  liaison 
and  education  to  other  clinical  departments  and  training 
programs.  Additionally,  it  provides  sub- specialty  evaluation  for 
forensic  cases  involving  questions  of  ccmpecence  and  mental 
responsibility.  Based  on  findings,  the  division  takes 
administrative  actions  in  accordance  with  the  Manual  of  the 
Medical  Department  and  current  directives  under  the  direction  of 
the  Assistant  Department  Head  for  Outpatient  Services  . 

The  Child  and  Adolescent  Services  Divisions  provides 
emergency,  urgent,  and  routine  outpatient  psychiatric  and 
psychological  evaluation  and  treatment.  It  provides  consultative 
services  for  inpatients  in  other  clinical  departments .  The 
Education  and  Training  Services  Division  coordinates  and  monitors 
the  residency  training  program  and  resident  evaluation  (fig  2)  . 

The  Department  of  Psychiatry  is  directly  or  indirectly 


influenced  by  all  ten  Directorates  within  the  NMCP  organizational 
structure.  All  services  delivered  within  the  department  must  be 
coordinated -•  with  divisions  within  these  various  Directorates  to 
provide  comprehensive  psychiatric  care. 


Source  for  information  found  in  Appendix  B:  NMCP  1994 


54 


APPENDIX  C 


NMC  PORTSMOUTH  INPATIENT  ADMISSIONS 


Psychiatric  Admissions  and  Occupied  Bed  Dav  Cost 


Tota-1  itipatient  admissions  for  Fys  1992,  1993,  and  1994  was 
1,276,  1,100,  and  1,208  respectively  (fig  1)  (Weiss  1995/  Simms 
1995;  Laws  1995).  Fys  1992,  1993,  and  1994  psychiatric  OBDs  at 
NMCP  were  11,008,  11,361,  and  13,458  respectively  (fig  2)  (Weiss 
1995)  . 

The  cost  of  a  psychiatric  OBD  (after  step  down  accounting) 
for  active  duty  patients  at  MMC?  is  $257  (Weiss  1995) .  It  cost 
3142/day  to  treat  a  client  as  an  outpatient  in  Psychiatric 
Medical  Holding  Company  (Weiss  1995,  Bronson  1995) . 

Manpower  from  Medical  Holding  Company  is  used  at  no  extra 
cost  for  various  low  level  jobs  around  the  NMCP.  For  the 
purposes  of  this  paper,  the  value  for  this  work  is  conservatively 
set  at  $11. 45/hour  ($52/day)  or  the  equivalent  of  a  Navy 
Hospitalman  (E-3)  hourly  rats  (Rsssey  1995) . 

When  there  are  no  inpatient  beds  available  at  the  NMCP 
Psychiatric  Department,  contracted  psychiatric  services  are  used 
at  Maryview  Medical  Center  in  Portsmouth,  VA  or  at  the  Norfolk 
Psychiatric  Center  in  Norfolk,  VA.  Inpatient  psychiatric  OBD 
rates  for  those  facilities  are  $380  and  $505  respectively 
(Bronson  1995)  .  In  addition,  Norfolk  Psychiatric  Center  charges 
$198  per  admission  for  a  history  and  physical,  PhD  (psychology) 
services,  and  physician  fees  (fig  3)  (Bronson  1995) . 
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Conclusions 


Inpatdent  admissions  have  been  relatively  consistent  over 
the  past  three  FYs  while  the  number  of  OBDs  have  gone  up.  This 
may  be  related  to  changes  in  clinical  treatment  philosophies, 
more  severe  clinical  illness  that  might  be  related  to  increased 
stress  caused  by  down-sizing  of  the  Navy,  or  contingency 
responsibilities  in  Haiti  and  Croatia  that  have  taken 
professional  staff  away  from  the  department  (Carey  1995)  . 


Sources  for  information  found  in  Appendix  C:  Bronson  1995; 
Reesey  1995;  Weiss  1995;  Carey  1995 
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NMC  PORTSMOUTH,  VIRGINIA  PSYCHIATRIC  DEPARTMENT  ADMISSIONS 

Total  Inpatient  Admissions  FYs  92,  93,  94 


Source;  Resources  Department  NMC  Portsmouth,  Virginia 


NMC  PORTSMOUTH,  VIRGINIA  OCCUPIED  BED  DAY  COST  COMPARISON 

Comparative  Cost  Of  An  OBD  At  NMCP,  Maryview  Medical  Center,  And  Norfolk  Psychiatric  Center 


Source:  Resources  and  Patient  Administration  Depts.  NMC  Portsmouth,  Virginia;  Bronson  1  995 
’^Daily  norm  a  patient  in  Medical  Holding  Company. 

*  *  $  1  1  .45 /hr  or  $92/day.  Based  on  the  hourly  rate  for  an  E-3. 


APPENDIX  D 


NMCP  PSYCHIATRIC  DEPARTMENT  ALOS 
PERCENTAGE  OCCUPaj^ICY  RATES 
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Average  Length  of  Stav  at  NMCP 


The  average  length  of  stay  (ALOS)  is  defined  as  the  average 
number  of  days  per  inpatient  admission  (Konstvedt  1993) .  Naval 
Medical  Center  Portsmouth's  ALOS  for  inpatient  psychiatric 
admissions  for  FYs  1992,  1993,  and  1994  was  3.1,  9.9,  and  11  days 
respectively  (fig  1).  (Weiss  1995  ;  Laws  1995)  . 

The  American  Hospital  Association  (AHA)  for  ?Y  1992  reports 
that  federal  and  non- federal  hospital  psychiatric  units  have 
ALOSs  of  64  and  55  days  respectively  nationally,  61  and  76.6  days 
respectively  in  the  South  Atlantic  Region  (which  includes 
Virginia),  and  86.4  days  for  non-federal  facilities  in  Virginia. 
No  federal  facilities  reported  for  the  state  of  Virginia  (AHA 
1993)  . 


Percentage  Occuoancv  Rates  bv  Ward  and  Service 

Percentage  occupancy  rate  by  ward  is  defined  as  the  rate  at 
which  an  inpatient  ward  is  operating  in  relationship  to  its  full 
capacity  relative  to  its  compliment  of  staff  (Weiss  1995)  .  The 
average  percentage  occupancy  rate  in  the  Psychiatry  Department 
for  FYs  1992,  1993,  and  1994  was  50%,  60%,  and  71%  respectively  ( 
(fig  2)  Weiss  1995) .  The  AHA  for  FY  1992  reports  that  federal 
and  non-federal  hospital  psychiatric  units  have  national 
occupancy  rates  of  84.4%  and  80%  respectively.  South  Atlantic 
Region  rates  of  77.4%  and  76.6  %  respectively,  and  86.4%  for  non- 
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federal  facilities  in  Virginia  (AHA  1993)  .  Again,  no  data  was 
reported  by  federal  facilities  in  Virginia. 

Percentage  occupancy  rate  by  service  is  defined  as  the  rats 
at  which  a  particular  medical  service  is  operating  in 
relationship  to  its  full  capacity  relative  to  the  professional 
staff  on  that  service  (Weiss  1995) .  The  percentage  occupancy 
rate  by  the  ISTMCP  Psychiatric  Service  for  FYs  1992,  1993,  and  1994 

was  65.6%,  67.7%,  and  80.2%  respectively  (fig  3)  (Weiss  1995). 

No  data  was  available  for  national,  regional,  or  local  comparison 
of  these  figures . 

.American  Hospital  Association  figures  are  provided  for 
general  comparison  only.  They  include  data  on  chronically  ill 
patients  who  frecruently  require  long  teirm  hospitalization.  This 
category  of  patients  is  not  a  part  of  the  clients  treated  at  NMCP 
and  may  account  for  the  wide  differences  in  ALOSs  between  AHA 
figures  and  NMCP  figures  (Carey  1995) . 

Psychiatric  Department  Funding  Usaae 

Over-all  expenditures  for  inpatient  care  for  FYs  1992-1994 
was  $2.87  million,  $3.27  million,  and  $3.22  million.  Taking  away 
funds  for  travel,  shipping,  rentals/leasing,  equipment 
maintenance,  equipment,  and  printing  the  adjusted  actual  figures 
for  patient  cars  were  $2.84  million,  $3.23  million,  and  $3.18 
million  for  military  and  civilian  labor,  purchased  services/fees, 
and  consumables  (fig  4)  (Dunn  1995) . 
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Conclusions 


Average  lengths  of  stay  are  going  up  in  conjunction  with 
both  staff  and  department  percentage  occupancy  rates  while  funds 
for  patient  care  have  remained  relatively  constant  (fig  5) . 
Higher  ALOSs,  increasing  OBDs,  and  higher  percentages  of  staff 
and  ward  occupancy  rates  increase  the  likelyhood  of  bed  non¬ 
availability  . 


Sources  for  information  found  in  Appendix  D: 
Weiss  1995;  Laws  1995;  Carey  1995;  AHA  1993, 


Konstvedt  1993; 
Dunn  1995 
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NMC  PORTSMOUTH,  VIRGINIA  PSYCHIATRIC  DEPARTMENT 

Percentage  Occupancy  Rate  By  Ward  FYs  92,  93,  94 


Source;  Resources  Department  NMC  Portsmouth,  Virginia 
*Overall  percentage  occupancy  rate. 


NMC  PORTSMOUTH,  VIRGINIA  OCCUPANCY  RATE 

Percentage  Occupancy  Rate  By  Psychiatric  Service  FYs  92,  93,  94 
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Figtira  3 


Source;  Resources  Department  NMC  Portsmouth,  Virginia 


psrcHiMRt  rfPAmwKf 


PORTSMOUTH  VIRGINIA  PSYCHIATRIC  DEPARTMENT  FUNDING  USAGE 

Trend  In  Patient  Care  Dollar  Usage  Compared  To  Trends  In  Admissions,  ALOSs,OBDs,FYS  1992,  1993,  1994 


ure  includes  military  and  civilian  labor  costs,  purchased  services/fees,  and  consumabh 
rom  the  total  were  non  patient  care  expenses  for  travel,  shipping,  rentals/leasing, 

Tt  maintinance,  equipment,  and  printing.  Source;  Dunn  1995 


APPE^^DIX  E 


NMC?  PSYCHIATRIC  DEPARTMENT  SUPPLEMENTAL  CARE  FUNDS 
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Actual  and  Projected  Cost  for  Bed  Non-availability 


Supplemental  care  dollars  for  active  duty  client  bed  non¬ 
availability  expended  in  FYs  1992  and  1993  was  insignificant. 
However,  $53,600  (62  patients)  was  spent  in  FY  1994  (Bronson 

1995)  . 

In  the  first  two  quarters  of  FY  1995,  $39,300  has  been 
billed  and  paid  on  a  total  of  80  patients  for  active  duty  bed 
non-availability  (Bronson  1995) .  Once  all  bills  are  received, 
the  expected  final  cost  for  these  two  quarters  is  $129,700  (85% 
of  $152,540  which  is  the  budgeted  amount  for  supplemental 
psychiatric  care)  (fig  1)  (Bronson  1995) . 

If  this  trend  continues,  che  projected  cost  of  bed  non¬ 
availability  for  active  duty  patients  for  FY  1995  is  $259,400 
($129,700  X  2) .  This  represents  a  484%  ($259,400  /$53,600) 

increase  over  FY  1994  supplemental  care  expenditures. 

Conclusions 


Higher  ALOSs,  increasing  OBDs,  and  rising  percentages  of 
staff  and  ward  occupancy  rates  are  occurring  within  the 
Psychiatric  Department.  Taken  along  with  OBDs  filled  by 
inpatient  readmissions,  these  factors  negatively  influence  the 
availability  of  beds  for  new  admissions  and  might  be  related  to 
increases  in  the  use  of  supplemental  funds . 

Source  for  Appendix  E:  Bronson  1995 
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NMC  PORTSMOUTH,  VIRGINIA  PSYCHIATRIC  DEPARTMENT  SUPPLEMENTAL  CARE  FUNDS 


1 


Source:  Resources  Department  NMC  Portsmouth,  Virginia;  Bronson  1995 
*Active  duty  military  beneficiaries  only. 

*  *Based  on  85%  of  the  budgeted  amount  for  FY  1  995 


NMC?  PSYCHIATRIC  DEPARTMENT  READMISSION  DATA 


Psychiatric  ssions 


Inpatient  psychiatric  readmissions  at  NMCP  for  FYs  1993  and 
1994  (FY  1992  data  not  available)  were  126  (11.5%  of  total 
admissions;  ALOS  14  days)  and  99  (8%  of  total  admissions,-  ALOS  13 
days)  patients  respectively  (figs  1&4)  (Weiss  1995) .  These 
readmissions  accounted  for  1,752  OBDs  (15.4%  of  total)  and  1,291 
OBDs  (9.6%  of  total)  in  FYs  1993  and  1994  respectively  (figs  25:3) 
(Weiss  1995)  . 

Cost  of  OBDs  Filled  bv  Psychiatric  Readmissions 

Readmitted  active  duty  beneficiaries  treated  as  inpatients 
in  NMCP  cost  $450,264  (1,752  OBDs  @  S257/OBD)  and  $331,787 
($1,291  x  $257)  respectively  for  FYs  1993  and  1994.  Had  they  not 
been  readmitted  and  treated  as  outpatients  in  Medical  Holding 
Company  (@  $142/0BD  -  $92/Day  for  Medical  Hold  jobs)  the  cost 
would  have  been  $87,600  and  $64,550  respectively.  The  more 
important  point  for  FY  1994  data  is  that  had  these  patients  not 
been  readmitted,  the  potential  existed  to  open  up  OBDs  that  the 
Command  otheirwise  had  to  spend  $53,600  for  bed  non-availability 
(fig  5)  . 

If  NMCP  inpatient  beds  had  not  been  available,  FYs  1993  and 
1994  comparative  costs  at  Maryview  Medical  Center  (@$380/OBD) 
would  have  been  $665,000  and  $490,580  respectively.  For  Norfolk 
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Psychiatric  Center  {@$505  +  $l98/patient)  the  cost  would  have 
been  $909,708  and  $671,557  respectively  (fig  5)  . 

In  FY-I993,  56%  (71)  of  NMCP  psychiatric  patients  inpatient 
readmissions  returned  within  30  days  of  initial  discharge 
accounting  for  722  OBDs  (41%  of  total;  $185,554*;  $274 , 360** ; 
$378,668®;  $36,100#).  Twenty  percent  (25)  returned  within  31-60 
days  accounting  for  492  OBDs  (28%  of  total;  $126,444*; 

$186,960^*;  $253,410®;  $24,600#).  Ten  percent  (12)  returned 
within  61-90  days  accounting  for  169  OBDs  (10  %  of  total; 
$43,433*;  $64,220**;  $87,721®;  $8,450#).  Fourteen  percent  (18) 
returned  within  or  greater  than  91-120  days  accounting  for  369 
OBDs  (21%  of  tOtal;$94, 833*;  $140,220**;  $$189,909®;  $18,450#) 

( r igs  1,2,5)  . 

In  FY  1994  66%  (65)  of  readmitted  patients  returned  within 
30  days  accounting  for  555  OBDs  (43  %  of  total;  $142,635*, 
$210,900**;  $293,145®;  $27,750#).  Ten  percent  (10)  returned 
within  31-50  days  accounting  for  337  OBDs  (26%  of  total; 

$86,609*;  $128 , 060** ; $172 , 165®$ ;  $16,850#).  Six  percent  (6) 
returned  within  61-90  days  accounting  for  69  OBDs  (5%  of  total; 
$17,773*;  $26,220**;  $36,033®;  $3,450).  Eighteen  percent  (18) 
returned  within  or  after  91-120  days  accounting  for  330  OBDs  (26 
%  of  total;  $84,810*;  $125,400**;  $170,214®,  $16,500#)  (figs 

1,2,5)  . 
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Conclusions 


Psychiatric  readmission  OBDs  are  costing  NMC?  a  significant 
amount  of  money.  Treatment  of  these  clients  is  much  less 
expensive  if  they  can  be  treated  as  outpatients. 


*NMCP  rata  of  $257/day. 

**Maryview  Medical  Center  rate  of  $380/day. 

©Norfolk  Psychiatric  Center  rate  of  $505/day  plus  $198/patient . 
#Medical  Holding  Company  net  rate  of  $50/day. 

Sources  for  infoinnation  in  Appendix  F:  Weiss  1995;  Bronson  1995 
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NMC  PORTSMOUTH,  VIRGINIA  PSYCHIATRIC  DEPARTMENT  READMISSIONS 

Percentage  Of  Readmissions  Witliin  30*,  60*  *,  90@,  And  >  1  2Qff  Days  FYs  93,  94 


1 


Source:  Resources  Department  NMC  Portsmouth,  Virginia 
*  1-30  days;  **31-60  days;  (a)  61-90  days;  ff  91 -1  20  days  or  more. 


PORTSMOUTH,  VIRGINIA  PSYCHIATRIC  DEPARTMENT  READMISSIONS 

OBDs  For  Readmissions  Within  30*,  60**,  90@,  and  >  ^20U  Days  FYs  93,  94 
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ource:  Resources  Department  NMC  Portsmouth,  Virginia 
1  -30  days;  *  *  31-60  days;  @61  -90  days;  #91-120  days  or  more. 


NMC  PORTSMOUTH  VIRGINIA  PSYCHIATRIC  DEPARTMENT  READMISSIONS 

Occupied  Bed  Days  Accounted  for  by  Readrnissions  FYs  93,  94 


Source;  Resources  Department  NMC  Portsmouth,  Virginia 


NMC  PORTSMOUTH  VIRGINIA  PSYCHIATRIC  DEPARTMENT  READMISSIONS 

Inpaiierii  Reacirnissions  FY  93,  94 


Source:  Resources  Department  NMC  Portsmouth,  Virginia 


NMC  PORTSMOUTH,  VIRGINIA  COST  OF  READMISSION  OCCUPIED  BED  DAYS 

Cost  Of  OBDs  Fillod  By  Psychiatric  Readtnissions  FYs  94,  95 


Costing  based  on  daily  rates  at  NMCP,  Maryview  Med.  Cen.,  Norfolk  Psychiatric  Center,  Medical  Hold 
*Daily  equivalent  for  Medical  Holding  Company  Jobs 
Source:  Resources  Department,  NMC  Portsmouth,  Virginia 


APPENDIX  G 


MEDICAL  BOARDS  PROCESS 


Navy-wide  Medical  Boards  Process 


Guidelines  for  the  Navy-wide  Medical  Boards  process  are 
covered  in  chapter  18  of  the  Manual  of  The  Medical  Department . 
"Medical  Boards  identify  active  duty  members  whose  physical 
qualifications  to  continue  on  full  duty  is  in  doubt  or  whose 
physical  limitations  preclude  their  return  to  full  duty  within  a 
reasonable  period  of  time.  They  are  convened  to  evaluate  and 
report  on  the  diagnosis,-  prognosis  for  return  to  full  duty;  plan 
for  further  treatment,  rehabilitation,  or  convalescence,-  estimate 
of  the  length  of  further  disability,-  and  medical  recommendation 
for  disposition  of  such  members"  (BUMED  1993)  . 

"The  findings  of  a  Medical  Board  may  affirm  the  physical 
qualification  of  a  member  for  assignment  to  duty  (fit  for  duty) . 

A  determination  of  "unfit  for  duty"  is  not  within  the  cognizance 
of  a  local  Medical  Board.  This  determination  is  made  only  by  the 
Physical  Evaluation  Board  (PEB)  upon  review"  (BUMED  1993)  . 
Psychiatric  patients  awaiting  PEEs  are  the  only  clients  looked  at 
for  this  study  because  all  CPC  patients  fall  into  this  category. 

Medical  Boards  Process  at  NMCP 


The  medical  PEB  process  for  the  NMCP  Psychiatry  Department 
is  a  two  tiered  program.  It  consists  of  an  intra-departmental 
process  and  an  external  departmental  process  operated  by  the 
Patient  Administration  Department  (Mitchell  1995;  Sims  1995; 
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Rivera  1994,  1995)  . 

The  intra-departmental  PEB  process  (fig  1)  should  average  10 
-  20  days  (Rivera  1994,  1995) .  An  internal  physician  sponsored 
audit  of  20  PEB  patients  in  1/95  (Kemp  1995)  found  that  the 
internal  Psychiatric  Department  Medical  Board  process  was 
prolonged  an  average  of  28  days  with  a  range  of  8-60  days 
because  of  delays  in  obtaining  physicians'  signatures  on  the 
boards.  The  average  time  for  staff  physicians  and  resident 
ohvsicians  to  process  their  parts  of  the  board  was  23  and  31  days 
respectively.  The  audit  also  found  that  the  average  time 
awaiting  administrative  processing  from  the  Patient 
Administration's  Medical  Boards  branch  was  10.5  days  (Kemp  1995). 
Final  results  of  this  study  were  not  available  for  inclusion  in 
this  appendix. 

A  second  February  1994  CPC  audit  (fig  2)  involved  35  PEB 
cases  (Rivera  1994,  1995)  .  This  analysis  found  that  the  total 

time  from  dictation  of  the  Medical  Board  by  the  attending 
physician  (the  beginning  of  the  intra-departmental  process)  to 
obtaining  three  physicians'  signatures  (the  final  step  in  the 
intra-departmental  process)  averaged  32  days  with  a  range  of  16 
to  77  days . 

A  third  audit  (fig  3)  of  12  cases  awaiting  PEBs  by  the  CPC 
program  was  taken  in  May  of  1994.  It  found  that  the  PEB  process 
added  an  average  of  34  days  to  patients'  stay  in  the  Medical 
Holding  Company . 

The  NMCP  Command  Medical  Board  process  (fig  4)  for  PEBs  is 


85 


limited  by  instruction  to  be  completed  by  the  Medical  Boards 
section  of  Patient  Administration  and  routed  for  disposition 
within  20  days  (Mitchell  1995)  .  Under  the  best  conditions,  this 
process  for  psychiatric  patients  takes  10  working  days  (Rivera 
1994,  1995;  Kemp  1995).  Under  less  than  optimal  conditions,  the 
process  can  take  as  many  as  90  days  or  more  (Mitchell  19  95)  . 

Once  completed  locally,  boards  to  determine  "fitness  for 
duty"  must  be  routed  to  the  Physical  Evaluation  Board  (PEB)  in 
.Arlington,  VA  or  its  equivalent  in  the  other  federal  services. 
All  psychiatric  patients  managed  in  the  CPC  are  awaiting  PEBs 
(Rivera  1994,  1995)  . 

The  PEB  is  diagramed  in  this  appendix  (fig  5) .  As  stated 
before,  it  is  the  Navy- wide  evaluator  for  boards  involving 
decisions  for  "fitness  for  duty"  (Mitchell  1995;  Rivera  1994; 
Simms  1995) .  This  process  should  take  4-6  weeks  to  complete 
but  can  actually  averages  90  days  but  can  take  as  long  as  120 
days  because  of  backlogs  and  PEB  staff  limitations  (Mitchell 
1995;  Rivera  1994;  Simms  1995) . 

Conclusions 


Given  these  figures,  total  time  for  PEB  completion  is  133 
days  (4.6  months) .  The  length  of  time  to  process  a  PEB  for  those 
psychiatric  patients  that  will  be  discharged  from  the  military 
extends  the  amount  of  time  they  remain  on  active  duty  as 
outpatients.  This  increases  their  risk  for  inpatient  readmission 
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(Rivera  1994,  1995)  . 


Sources  for  information  found  in  Appendix  G:  Rivera  1994,  1995; 
Mitchell  1995;  Sims  1995;  Kemp  1995,  BUMED  1993 
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INTRA- DEPARTMENTAL  PSYCHIATRIC  MEDICAL  BOARDS  PROCESS 


< 

1  This 

1 . 

Board...  is  dictated  and  typed  in 

the  Psychiatry  Dept. 

.  1  process 

2  . 

3  doctors  sign  it:  2-5  days. 

1  averages 

3  . 

Goes  to  Medical  Boards  (Patient 

.Administration) 

1  about  3  8 

for 

a  cover  sheet:  2-8  days. 

1  days 

4.  Returns  to  Psychiatry  for  3  doctors  signatures:  < - ^actual. 

2-5  days. 


5.  Signed  board  returns  to  Medical  Boards  (Patient 
Administration)  for  patient's  signature:  2-3  days  after  the 
doctors  sign  it.  Patients  have  15  days  to  rebut  the  board. 

6.  Commanding  Officer  signs:  2-3  days. 

7.  To  -Arlington,  Virginia  to  Physical  Evaluation  < — |  3 

Board:  4-6  weeks.  |  mos . 

I  actual . 

S.  Findings  come  back:  1-2  days  patient  may  sign. 

Rebut /full  and  Fair  Hearing:  15  days  to  rebut/ 
ask  for  hearing. 

9.  Home  awaiting  orders  (KAO)  -  await  authorization  for 
discharge  or  retirement:  1  wee.k  to  process  the  HAO  chit;  10  days 
for  PSD  to  complete  paperwork/authorization  takes  about  1  month 
(takes  6-8  weeks  for  final  separation  authority) . 

INJURY  EXISTING  PRIOR  TO  ENTRY  (EPTE) 

1.  Steps  1-6  are  the  same  as  above:  I-I1/2  months. 

2.  PSD  notified  to  process  administrative  separation:  10  days. 
(Source:  Rivera  1994) 
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(I) 

fo  rt:  in  It 


DATE:  27  May  94 

FROM:  Continuity  of  Psychiatric  Care  program 

SUBJ:  Lengthy  time  for  i n t ra-departmental  processing  of  PEBs 

1.  A  review  of  12  cases  of  patients  awaiting  PEBs  following  hospitalisation 
shows  that  many  weeks  elapse  before  the  PE3  is  delivered  to  Medical 
Boards  for  the  member's  signature. 

2.  Review  of  these  12  cases  show: 


Time  from  PE3  being  dictated  and  obtaining  three  physicians'  signaiures 
13*7  days  as  a  mean  (Range:  7-3^  days). 

Time  from  PEB  wicn  cover  sheet  being  returnee  from  Medical  Boards  and 
obtaining  three  ohysicians'  signatures  on  the  cover  sheet  is: 

16.2  days  as  a  mean  (Range  3-43  days). 

This  adds  at  least  24  aays  to  an  average  stay  in  Medical  Holding  Company, 
a  suboptima!  setting  that  is  already  overcrowded.  Further  concerns  with 
this  additional  month  or  more  of  waiting  for  signatures  are: 
obvious  impact  upon  quality  of  life  for  these  individuals  who  are  in 
extended  limbo,  delay  in  reintegration  into  their  community  of  choice, 
prolonged  stay  on  active  duty  when  member  is  already  deemed  impaired, 
strained  relations  with  Medical  Holding  Company  who  want  to  send  clients 
to  TPU  ASAP,  and  potential  strain  on  resources. 

Granted,  some  time  is  lost  in  the  bureaucracy  of  Patient  Affairs,  but  the 
majority  of  the  time  lag  can  be  attributed  to  the  two  trips  the  PEB  makes 
along  the  i  ntra-departmental  circuit  to  obtain  three  physicians' 
si gnatures . 


I  submi t  this 
expedi ti ous 1 y 
cl  i  ent s . 


for  your  review  in  hopes  that  PEBs  will  be  handled  more 
so  that  improved  quality  of  life  will  be  achieved  for  our 

S.  M.  Rivera 
CDR,  NC,  USN 
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MEDICAL  BOARD  PROCESSING  PATIENT  ADMINISTRATION  DEPARTMENT 
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PHYSICAL  EVALUATION  BOARD  (BUPERS)  ARLINGTON,  VA 
(4-6  WEEKS  TO  PROCESS,  4-6  MONTHS  ACTUAL) 
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(Source:  Mitchell  1995,  Rivera  1994) 


APPENDIX  K 


CONTINUITY  OF  PSYCHIATRIC  CARS  PROGRAM  REAJOMISS  IONS 


Process  Improvement  Audit 

The  Departments  of  Psychiatry  and  Psychiatric  Nursing  as 
part  of  their  process  improvement  program  identified  a 
readmission  rate  for  patients  discharged  to  Medical  Holding 
Company  with  serious  Axis  I  type  disorders  was  86.5%  (13  of  15 
readmitted)  in  1993.  In  calendar  year  1994  this  population  unde 
case  management  was  studied  (Rivera  1994)  and  found  to  have  a 
readmission  rate  of  11.2%  (7  of  62  readmitted) .  All  of  these 
patients  readmitted  were  awaiting  Medical  Boards  (fig  1)  (Rivera 
1994,  1995)  . 

Review  of  FY  1994  CPC  Patients 

According  to  CPC  log  entries  cross  referenced  with  data  in 
the  NMCP  Resources  Department,  the  CPC  managed  48  patients  in  ?Y 
1994.  Thirteen  of  these  48  (27%;  ALOS  19  days)  CPC  patients  wer 

readmitted.  CPC  patients  accounted  for  13  of  99  (13%)  total 
readmissions  (fig  25:4)  .  During  this  same  time  period,  CPC 
clients  accounted  for  251  of  1,291  OBDs  (19.5%)  due  to 
readmissions  (fig  35:5)  .  Overall,  CPC  patients  readmitted 
accounted  for  1.9%  of  13,458  total  psychiatric  OBDs  (Weiss  1995) 


Projected  Readmission  OBDs  Without  Case  Management:  for  FY  1994 


Based.,  on  findings  from  the  Axis  I  study  described  above,  the 
expected  number  of  readmissions  without  case  management  for  CPC 
targeted  clients  for  FY  1994  would  be  41  (48  x  86.6%) .  Within 
the  population  targeted  by  CPC  in  FY  1994,  the  ALOS  for 
readmissions  was  19  days  (251  OBDs/13  readmissions)  (Weiss  1995)  . 
Without  case  management,  779  (41  x  19)  OBDs  would  be  expected. 
This  is  528  OBDs  over  the  actual  total  of  251.  On  average  the 
cost  for  these  rsadmissions  without  case  management  would  have 
been  $177,298  with  a  range  of  $109, 296-$248, 358  for  FY  1994  (fig 
6)  . 

Projected  Savincs  With  Reduced  Medical  Board  Processing  Time 

Continuity  of  Psychiatric  Care  FY  1994  patients  readmitted 
within  1-30  days,  31-60  days,  61-90  days  and  wichin  or  after  91- 
120  days  were  5  (69  OBDs),  0,  2  (15  OBDs),  and  6  (167  OBDs) 
respectively  (figs  4&:5)  .  Had  the  Medical  Board  process  been 
completed  before  60  days,  there  was  potential  for  a  savings  of 
182  OBDs .  This  costs  out  to  a  potential  average  savings  of 
$69,809  with  a  range  of  $46 , 774-$93 , 494  (fig  7). 

The  average  savings  total  is  derived  from  the  cost  of 
potential  readmission  OBDs  at  the  average  daily  rate  for  NMCP, 
Maryview  Medical  Center,  and  Norfolk  Psychiatric  Center. 


Conclusions 


There .  is  no  way  to  tell  where  potential  readtnissions  would 
have  been  treated.  However,  given  the  upward  trends  in  OBDs, 
occupancy  percentages,  the  fact  that  62  active  duty  patients 
($53,600)  were  sent  to  civilian  institutions  for  bed  non¬ 
availability  in  FY  1994,  and  higher  ALOSs  in  the  Psychiatric 
Department,  a  large  number  of  these  avoided  readmission  OBDs 
would  probably  have  been  spent  in  outside  institutions  due  to  bed 
non-availability.  The  potential  for  additional  savings  exists  if 
the  Medical  Boards  process  can  be  stream-lined  and  completed 
before  60  days  in  conjunction  with  CPC  case  management. 


Sources  for  information  found  in  Appendix  H:  Weiss  1995;  Rivera 
1994,  1995 
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Continuity  of  Psychiatric  Care: 

Process  Improvements/  10  JAN  -30  NOV  94 


Indicator  chosen  fjr  1994.  During  the  initial  start  u?  of  CPC,  the 
indicator  chosen  was  READMISSION  RATE.  QUALITATIVE  issues  (i.e.,  patients' 
levels  of  functioning,  decrease  in  symptcmatology)  were  decided  to  he  toe 
complex  to  accurately  assess  during  the  beginning  phase  of  this  Case 
Management  type  program.  Therefore,  the  global  quantitative  measure  of 
READMISSION’  RATE  was  chosen  to  evaluate  CPC  orocram  effectiveness. 


1993  Readmissicn  rate.  The  dapart-menrs  c 
nursing  noted  a  sharp  increase  in  readmissicns  ;or  par.enca 
I  type  diagnoses,,  primarily  serious  thought  and  .mood  disorders, 

G  Division  Officer,  LT  Laraway,  did  a  rerrcsoective  srudy  during  a  five  menrh 
eried  (a?prcxi.marely  .MA.V.-N’OV  93)  for  patients  with  serious  thought  or  mood 
isorders  who  where  discharged  from  3G  to  Medical  Eclding  Company, 
atients  discharged,  13  were  readmitted.  This 
5.5*. 


:sycniatry  anc  psycniatric 

with  serious  Xiits 


T  O.  C 


rrssumed  var 

*  ab  ‘  a .  Tbs 

1993  is  the  reduce 

1  c n  Cl  *  1 1*.  1  c 

from  19S9  to  1992, 

cc  a  5  bed 

uriic  in  ms  Suiruuar 

cf  1992. 

550  square  foot  Psychiatric  Medical  Holding 
"his  5  bed  unit  was  closed  in  early  1993  because 
of  severe  living  space  shortage  for  outpatients  contributing  to  increased 
psychopathology  and  readmissicns  and  staffing  shortage.  .Aftercare  services  to 
discharged  psychiatric  patients  consisted  of  weekly  individual  or  group 
contact  with  their  outpatient  physician. 

Limitations  of  Readmissicn  Rate  as  an  indicator.  Eecause  psychiatric 
illness  is  chronic  and  treat.ment  is  based  upon  coci nc  with  symptcras  and  life 
rather  than  curinc,  re-'nospitalitation  is  expected  during  most  patients' 
lifeti.mes.  Therefore,  occasional  readmissicns  should  not  be  necessarily 
viewed  as  '’failure"  but  a  need  for  periodic  "tune  up,"  particularly  with  ether 
stressors.  But  the  extraordinarily  high  readmissicn  rats  in  1993  is  far 
higher  than  usual . 

The  CPC  Difference:  Suooort  and  Skills.  Psychiatric  rehabilitation 
literature  demonstrates  that  two  variables  predict  successful  adaptation  for 
patients  with  serious  mental  illness:  sucoertive  environment  and  skills  to 
manage  symptoms  and  living  in  the  environment.  The  concept  of  Continuity  of 
Psychiatric  Care  is  to  provide  a  supportive  environment  (in  the  social,  living 
and  work  environments)  and  foster  skills  development  for  .managing  symptoms 
affectively  (via  medications  and  coping  strategies). 
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Maks-'is  of  CPC's  1994  Caselodd:  when  C?C  cctninencec  10  JAK  94,  the 
target  oooulation  was  patients  with  thought  disorders.  The  averace  wea.ki 
oase  load  increased  from  15  in  the  first  6  :ncriths  to  2S  patients  receivin 
intensive  case  manace.'uent  type  services  from  CPC.  Additionally,  clinical 
support  via -a.  psychiatric  technician  in  Medical  Holding  Company ' orovides* 
uirect  services  to  30  residents  (many  are  already  covered  by  CPC)  as  well 
psychiatric  triage  services  as  needed  to  all  of  Medical  Holdinc  Company, 
the  increased  number  of  consumers  cf  CPC  services,  the  diversity  cf'cases 
increased  to  include  persons  without  for.mal  thought  discrdersi 
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NMC  PORTSMOUTH,  VIRGINIA  PSYCHIATRIC  DEPARTMENT  READMISSIONS 

Continuity  Of  Psychiatric  Care  Readmissions  FY  94 


Source:  Resources  Department  NMC  Portsmouth,  Virginia 


NMC  PORTSMOUTH,  VIRGINIA  PSYCHIATRIC  DEPARTMENT  READMISSIONS 

Continuity  of  Psychiatric  Care  Readmission  Occupied  Bed  Days  FY  94 


Source:  CPC  Log;  Resources  Department  NMC  Portsmouth,  Virginia 


FY  94 

Source;  Resources  Department  NMC  Portsmouth,  Virginia 
»  1-30  days;  **  31-60  days;  @  61-90  days;  #  91-1 20  days. 
&  There  were  no  readmissions  for  60  days. 


NMC  PORTSMOUTH,  VIRGINIA  CONTINUITY  OF  PSYCHIATRIC  CARE  PROGRAM 

Cost  Benefit  Of  Readm ission  Occupied  Bed  Days  Saved  By  Case  Management  PY  1994 


:njDT^ 


Based  on  the  difference  in  the  expected  readiiiission  OBDs  for  CPC  patients  had  they  been  unmanaged 
and  actual  CPC  readmission  OBDs.  Costing  is  based  on  daily  rates  at  NMCP,  Maryview  Med.  Cen., 

Norfolk  Psych.  Cen.,  and  Med  Hold  (Net).  Source;  Resources  and  Pt.  Admin.  Depts.  NMCP;  Bronson  1995. 


NMC  PORTSMOUTH,  VIRGINIA  CONTINUITY  OF  PSYCHIATRIC  CARE  PROGRAM 

Potential  Benefit  For  Readmission  OBDs  Saved  If  Med  Board  Process  Cut  To  <  GOD  Coordinated  With  CPC 


ean5T,3 


Costing  based  on  daily  rates  at  NMCP,  Maryview  Med.  Cen.,  and  Norfolk  Psychiatric  Center. 
Source.  Resources  Department,  NMC  Portsmouth,  Virginia 
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POTENTIAL  OEDS  SAVED  WITH  CASE  MANAGEMENT 
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Outpatients  Awaiting  PEB5  Not:  Managed  by  CPC  FY  1994 


In  FY  1994,  163  psychiatric  outpatients  at  NMCP  were 

processed  out  of  the  military  via  PEBs  (Mitchell  1995) .  One 
hundred  fifteen  of  these  were  not  managed  by  the  CPC  program. 

Specific  readmission  data  was  not  available  for  this  group. 
However,  given  the  overall  readmission  rate  of  9 . 6%  ,  11  of  these 

patients  would  be  expected  to  be  readmitted.  The  projected 
number  of  OBDs  would  be  143  based  on  the  ALOS  of  13  days  for  FY 
1994  readmissions. 

Seventv- three  percent  or  105  of  these  OBDs  could  have  been 
saved  with  case  management  if  the  Medical  Boards  process  was 
completed  in  less  than  60  days.  The  potential  average  savings 
for  these  OBDs  was  $41,313  with  an  range  of  $26 , 985-$58 , 569 . 

Taken  in  conjunction  with  CPC  potential  savings  (Appendix 
H) ,  Che  total  potential  average  cost  savings  would  have  been 
$111,627  with  a  range  of  373 , 759-$152 , 063  (fig  1) ■ 

Conclusions 


If  CPC  services  were  expanded  to  cover  all  outpatients 
awaiting  PEBs  in  conjunction  with  completion  of  the  Medical 
Boards  process  within  60  days,  the  potential  for  cost  savings 
exists . 

Sources  of  information  in  Appendix  I:  Mitchell  1995;  Appendix  F ; 
Appendix  H 
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NMC  PORTSMOUTH,  VIRGINIA  PSYCHIATRIC  DEPARTMENT 

Potential  Benefit  For  Readrnission  OBDs  Saved  If  Med  Board  Process  Cut  To  <  60D  For  All  Readmissions 
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APPENDIX  J 


COST  BENEFIT  ANALYSIS  OF  CPC  PROGSAiM 


staffing  Cost:  of  CPC  Program 


Since  the  start  of  the  CPC  program,  the  Psychiatric 
Department  has  incurred  no  additional  staffing  costs  for  case 
management.  The  CPC  program  is  staffed  by  one  military  Commander 
(0-5)  registered  nurse  (RN)  with  a  Master's  Degree  in  Psychiatric 
Nursing  who  is  the  program's  director,  two  military  Petty  Officer 
(S-4)  osvchiatric  technicians/case  managers,  and  two  militajty  (ii- 
4)  osvchiatric  technicians  assigned  to  Psychiatric  Medical 
Holding  Company.  The  CPC  staff  comes  ouc  of  the  existing 
Psychiatric  Department  billet  structure .  Positions  are  noc 
desicrnaued  billets  targeted  for  case  manageirient . 

If  CPC  billets  were  created,  the  full  time  equivalent  (FTH) 
0-5  RN  position  ($49. 02/hr  x  2,015  hrs/yr)  would  cost  $98,824/yr. 
Each  case  manager  and  psychiatric  technician  FTS  S-4  position 
($14.09  X  2,016  hrs/yr)  would  cost  cut  at  $28,405  annually 
(Reesev  1995) .  Cost  of  the  RN  manager  and  two  case  managers  is 
$156,038/yr.  Cost  for  Medical  Hold  psychiatric  technicians  is 
$56,811.  Total  staff  costs  of  an  independent  CPC  program  would 
be  $212,446  annually  (fig  1)  (Reesey  1995). 

Cost  Benefit  FY  1994 

Cost  benefit  is  based  on  the  assumption  that  the  OBDs  saved 
by  the  CPC  program  represents  a  mix  of  patients  that  would  have 
been  treated  at  NMCP,  Maryview  Medical  Center,  and  Norfolk 
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Psychiatric  Center.  Final  figures  represent  an  average  OBD  rate 
between  the  three  institutions.  The  range  represents  the  cost 
savings  if  all  OBDs  saved  were  at  the  NMCP  rate  of  $257/day  on 
the  low  end  and  the  Norfolk  Psychiatric  Center  rate  of  $505/day. 
plus  $198/patient  on  the  high  end  (Weiss  1995;  Bronson  1995) . 

The  actual  average  cost  benefit  of  OBDs  saved  by  CPC  is 
$177,298  with  a  range  of  $109 , 296- $248 , 3 58 .  Since  the  CPC  staff 
are  not  funded  billets,  NMCP  realizes  a  cost  benefit  of 
$212 , 446/year .  In  FY  1994,  this  savings  was  $155,335  since  the 
CPC  program  was  in  effect  for  only  three  quarters. 

Potential  Cost  Benefit 

.Additional  savings  for  FY  1994  might  have  been  realized  if 
the  Medical  Boards  process  for  all  PEBs  could  have  been  completed 
within  60  days  in  conjunction  with  case  management.  On  average 
an  additional  savings  would  have  been  $111,627  with  a  range  of 
$73, 759-$152, 063  (figl). 

Actual  and  potential  savings  on  average  would  have  been 
$448,260  with  a  range  of  $342 , 390-$559 , 756  (fig  1) .  Since  the 
CPC  program  was  only  in  effect  for  three  quarters  of  FY  94,  costs 
for  staff  are  adjusted  by  0.25. 

Conclusions 


The  CPC  program  is  cost  effective  and  efficient.  This  has 


been  demonstrated  by  the  dramatic  decreases  in  the  readmission 
rates  of  its  target  population  and  the  actual  cost  savings  to  the 
Command.  Potential  savings  figures  indicate  funding  billets  for 
the  CPC  program  along  with  expansion  of  case  management  services 
in  conjunction  with  completion  of  the  Medical  Boards  process 
within  60  days  might  save  NMC?  additional  money. 


Sources  for  information  found  in  Appendix  J:  Weiss  1995;  Bronson 
1995;  Appendix  H;  Appendix  I 
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NMC  PORTSMOUTH,  VIRGINIA  CONTINUITY  OF  PSYCHIATRIC  CARE  PROGRAM 

COST  BENEFIT  ANALYSIS 


Source;  Resources  and  Patient  Administration  Departments  NMC  Portsmouth,  Virginia 
*Staff  costs  discounted  .25  since  CPC  in  operation  only  three  quarters  of  FY  1  994 
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